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Rutland-square. 

1881  Chance,  Sir  Arthur,  Ex-President  R.C.S.,  Surgeon  to  Mater 
Misericordite  Hospital,  DO  Merriou-8(iuarc. 

I'.IOO  Clarke-Bayhs,  .1.  W.,  L.R.C.P.  A:  S.,  Soitliwick,  ntur  Farehani, 
Hants. 

1891  CoEiEY,  Denis  J..  .M.B.,  Pri>fu.s.sipr  of  Pliyhiolngy  Catholic  Uuivcrsil\ 
Medical  School,  Dublin. 

181t7  ColahaN,   Nkhol.v.s    Whistlkk,    M.D.,    M.Ch..   ProfeNSor    of    Materia 
Medica  and  Therapeutics  Queen's  (-oUege,  Villa,  Galvva}. 

IB'JI  CoLKMAN, . James  Byrne,  CM. G.,  M.D.,  F.R.C. P.,  Physician  to  Rich- 
mond, Wliitworth,  and  Hardwickc  Hl«8^<ital^,  and  tu  Nat.  Hosj).  for 
Couauniptioii,  9  Merrion-H<|uarc,  I'ubliii. 

1901  CosTELLo,  M.  B.,  M.B.,  B.Ch.,  K.U.I.,  Dunmore,  Co.  GaUay. 

1883  Cox,  Michael  V.,  F. W.C.I'.,  l'hy>iriaM  St.  Vincent's  HoKpital, 
■Ji)  Merrion  i(c|n8rc,  Dublin. 
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Issy  Ckaig,  James,  M.D.,  F.K.C.P.,  Pliysician  Meath  Hospital,  \b  Meiiion- 
square,  Dublin. 

1898  Ckawlev,  Frank   Chetwode,   M.D.,  Univ.  Dub.,  F.E.C.S.,    Clinical 

Assistant  Royal  Victoria  Eye  and  Ear  Hospital,  41  Lower  Baggot- 
street,  Dublin. 

1897  Dabgan,  W.  J.,  M.D.,  .^LR.C.P.I.,  Assist.  Phys.  St.  Vincent's  Hospital, 
45  St.  Stephen's-green. 

1889  Davis,  F.  A.  G.,  M.B.,  L.R.C.S.,  Demonstrator  of  Anatomy  K.C.S., 
30  Yurk-street,  Dublin. 

1893  Dawsox,  W.  R.,  M.D.  Univ.  Dublin,  F.R.C.P.,  Farnham  House 
Fiuglas,  Co.  Dublin.     [1] 

1899  Dempsev,  Alex.,  M.D.,  Q.U.I.,  Physician  Mater  Infirmorum  Hospital, 

36  Clifton -street,  Belfast. 

1891  Dempsev,  Martin  J.  P.,  M.D.,  R.U.I.,  F.U.U.P.,  Professor  of  Materia 
Medica  and  Therapeutics  Catholic  University,  Physician  to  Mater 
Misei'icordia;  Hospital,  35  Merrion-square,  Dublin. 

1900  Dempsey,    Patk.   J.,    F.R.C.S.,   Throat   Surgeon  Mater  MisericordiaB 

Hospital,  7  Merrion-square,  Dublin. 

1897  Dixox,  A.  Francis,  M.B.  Dub.,  Professor  of  Anatomy  Trin.  Coll., 
Dublin,  35  Palmerston-road. 

1905  Donnelly,  Thomas,  M.D.,  F.E.C.S.,  Medical  Officer  No.  1  Dispensary 
District,"  North  Dublin  Union,  14  Kutland-.'^quare. 

1895  Drury,  H.  C,  M.D.,  Univ.  Dub.,  F.R.C.P.,  Physician  Sir  P.  Dun's 
Hospital,  48  Fitzwilliam-square,  Dublin. 

1893  Dunne,  Frank  J.,  M.B.,  R.U.I.,  Physician  South  Dublin  Union, 
32  Upper  Merrion-street.     [1] 

1885  DwYER,  F.  Conway,  M.D.,  F.R.C.S.,  Surgeon  Meath  Hospital,  Pro- 
fessor of  Surgery  Royal  College  of  Surgeons,  9  Rutland-square, 
Dublin. 

1889  Earl,  Henry  Cecil,  M.D.,  F.R.C.P.,  Pathologist  Richmond,  Whit- 
worth,  and  Hardwicke  Hospitals,  '1  Waterloo-road,  Dublin.      [I] 

1883  Evans,  "William  R.,  M.D.,  L.R.C.S.,  Physician  Orthopsedic  Hospital, 
19  Merrion-square,  N.,  Dublin. 

Iti87  Falkinek,  NiNiAN  M'Intike,  M.D.,  F.R.C.P..  Medical  Superintendent 
of  Statistics,  Registrar- General's  Office,  36  Molesworth-street, 
Dublin. 

1900  Fannin.  Edward  M.,  M.B.,  B.Ch.  Dubl.  Assistant  Physician,  Drum- 
coudra  Hospital,  3  Rutland-square. 
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1904  Farnan,  Denis  J.,  M.B.,  R.U.I.,  Assist.  Surgeon  Mater  Misericordia) 
Hospital,  25  Westland-row. 

1904  Farnan,   It.  P.,  M.B.,  R.U.I.,  Gynaecologist  Mater  Misericordiae  Hos- 
pital, 5  Merrion-square. 

1888  Ferguson,  Henry  Lindo,  M.D.,  F.K.C.S.,  Dunedin,  New  Zealand. 

■f  Finny,  John  Magee,  M.D.,  Physician  Sir  P.  Dun's  Hospital, 
King's  Professor  of  Practice  of  Medicine,  Scliool  of  Physic, 
Ex-President  R.C.P.,  36  Merrion-s(iuare,  Dublin.     [1] 

1902  Fitzgerald,   Gordon    Wm.,    M.D.,   Ex-Assistant    Master    Rotunda, 

1^^3  High-street,  Manchester. 

t  Fitzgerald,  Charle.^  E.,  M.D.,  F.R.C.P.,  Surgeou-Oculist-in-Ordinary 
to  the  King  in  Ireland,  27  Upper  Merrion-street,  Dublin. 

1891   Fitzgerald,  Francis  Creighton,  L.R.C.P.,  L.R.C.S.,  Medical  Officer 
Dispensary  District,  Newtownbutler,  Co.  Fermanagh. 

1902  FiTzGiBBON,  Gibbon,  M.  1).,  Ex-Assistant  Master  Rotunda  Hospital, 
11  Lower  Fitzwilliam-street. 

1884  Fleming,    Robert    H.,    M.B.,    Gynaecologist    Royal   City    of    Dublin 
Hospital,  30  Lower  Baggot-street.  Dublin. 

1891  Flynn,    Robert  Alexander,    F.R.C.P.,    Gynajcologist    Drumcondra 
Hospital,  55  Merrion-square,  Dublin. 

1886  Fottrell,  Wji.  Joseph,  L.R.C.S.,  Medical  UHicer  Xorth  Dublin  Union 

Workhouse,  2  Rutland-square,  Dublin. 

t  Franks,  Sir  Kendal,  C.B.,  M.D.,  F.R.CS.,  late  Surgeon  to  Adelaitle 
Hospital  and  to  Throat  and  Ear  Hospital,  Dublin,  Kihnurry, 
Johannesburg,  South  Africa. 

1887  Fraser,  Alec,  M.B.,  F.K.(;.S.,  Professor  of  Anatuiuy   Koyal  CoUegt  of 

Surgeons,  Ireland,  18  Northbruok-road,  Leesou-park. 


1906  Gibson,    M.    J.,    .M.lJ.,    Univ.    Dul...    Muster    Coombs    Hospital.    1  I  .'^i 
Stepheu's-greeo. 

1891  (iLENN,  John    Hugh  Robeut,  M.  IJ.,  F.ll.i '.  I'.,  GynieoologiBt  Minor  k 
Hospital,  24  Lower  Baggot-street,   Dublin. 

189tJ  Goldie,  GEOK(iE  J.,  L.U.C.I'.  A'  S.  Kdiu..  L.l-M'.  .^  S.  Glasgow,  L.D.S. 
Edin.,  95  Merrion-square. 

1893    GoHuoN,     Thomas     Eagleson.     M.B..    K.K.C.S.,    Surgeon    Adelaide 
Hospital,  8  Fitzwilliaui-Hquare,  Dublin. 

1902  GUNN,   L.  G.,    M.D..    Dub.,    F.U.C.S.,    AMHisiai.t     Sur-.-n    A.l.laidc 
Hoitpital,  43  FitzwiUiani-Hquari'. 
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1892  Hamilton',  Wji.  Cope,  L.R.C.F.  &  S.,  late  Kesident  Surgeon  Steevens' 
Hospital,  120  St.  Stepheu's-green,  W.,  Dublin. 

1907  Hare,  Leopold  A.,  L.R.C.P.  &  S.I.,  Larch  Hill  Sanatoriuni,  The  Pine 
Forest,  Rookbrook,  Co.  Dublin. 

1906  Harvev,  W.    G.,   M.B.,  Bch.    Univ.    Dub.,     M.R.C.P.I.,    Pathologist 

and  X-Rayist,  Adelaide  Hospital,  62  Lower  Baggot-street. 

1899  Haughton,  W.  S.,  M.D.,  Surgeon  to  Steeven's  Hospital,  16  Merrion- 
square. 

t  Hayes,  Richarj)  Atkinson,  M.D.,  F.R.C.S.,  Physician  Steevens 
Hospital,  Physician  for  Diseases  of  Throat  Uoyal  Victoria  Eye  and 
Ear  Hospital,  82  ISIerrion-square,  S.,  Dublin. 

1907  Henry,  John  P.,  M.D.,  B.Ch.,  Univ.  Dub.,  late  Oculist  to  London 

School  Board,  32  Lower  Leeson-street,  Dublin. 

1904  Holmes,  Arthdr  N.,  M.B.,  Univ.  Dub.,  late  Assistant  Master  Rotunda 

Hospital,  21  Lower  Baggot-street,  Dublin.     [1] 

+  Horne,  Andrew  John,  F.R.C.P.,  Master  National  Lying-in  Hospital, 
94  Merrion-square,  W.,  Dublin. 

1905  HoRT,  Edward  C,  L.S.A.,  L.R.C.P.L,  M.R.C.P.,  Ed.,  late  Consulting 

Physician  Cosmopolitan  Hospital,  Venice,  Ardmore,  Torquay. 

1905  Hudson,  A.  Ainslie,  ]\r.D.,  F.R.C.S.  Ed.,  Llandrindod  Wells,  Radnor, 

South  Wales. 


1883  Jacob,  David  Baldwin,  M.D.,  F.R.C.S.,  Surgeon  Queen's  County  Infir- 
mary, Visiting  Physician  Maryborough  District  Lunatic  Asylum, 
Surgeon  Queen's  County  Prison,  Port  I^eix,  Maryborough,  Queen's  Co. 

1890  Jellett,  Henry,  M.D.,  F.U.C. P.I. ,  Gynaecologist  Steevens'  Hospital, 
61  Jjower  Mouut-street. 

1885  Jeninus,  Ulick  A.,  M.D.,  Lieut.-Col.,  I\LS.,  Retired,  12  Clarinda- 
park,  E.,  Kingstown. 

1897  Johnston,  G.  Jameison,  M.B.,  R.U.I.,  F.R.C.S.,  Surgeon  Rojal  Citj 
of  Dublin  Hospital,  13  Lower  Fitzwilliam-street. 

1905  Johnston,  Henry  M.,  M.B.,  B.Ch.,  Univ.  Dub.,  Chief  Demonstrator 
of  Anatomy  T.C.D.,  School  of  Anatomy,  Trinity  College. 

1893  Joynt,  Richard  Lane,  M.D.,  Univ.  Dub.,  F.R.C.S. ,  Surgeon  Meath 
Hospital,  84  Harcourt-street,  Dublin. 


1905  Keegan,    John     Leo,    F.R.C.S.,     Surgeon    Jervis-street   Hospital,  ."ie 
Lower  Baggot-street,  Dublin. 

1899  Kennedy  Denis,   F.R.C.S.,  Surgeon  Jervia-street  Hospital  and  Child- 
ren's Hospital,   Temple-street,  20  Harcourt-street.     flj 
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1884  Kinn,  Fred.  W.,  M.D.,  ProfeKsor  of  Midwifery,  R.C.S.,  ex-Master 
Coonibe  Hospital,  Gynecologist  Meath  Hospital,  17  Lower  Fitz- 
william-street,  Dublin. 

+  KiNKEAD,  Richard  John,  M.D.,  L.R.C.S.,  Lecturer  on  Medical  Juris- 
prudence, Professor  of  Obstetric  Medicine  Queen's  College,  Galway, 
Foster  House,  Galway.     [2] 

1899  KiRKPATRtcK,   T.    Percy  C,  M.D.,   Dub.,    F.R.C.P.L,    Physician  to 

Steevens'  Hospital,  23  Lower  Baggot-street.     [1] 

1901  Law,  S.  Horace,  M.D.,  F.R.C.S.,  Throat  Surgeon  Adelaide  Hospital, 

49  Slerrion-square. 

1884  Ledwich,  Edward  L'E.,  L.R.C.P.  &  S.I.,  Physician  t<>  Mercer's 
Hospital,  30  Upper  Fitzwilliam-street,  Dublin.     [1] 

1900  Leeper,  Richard  R.,  F.R.C.S.,  St.  Patrick's  Hospital,  Dublin: 

1891  Lennon,  Edward  Emmanuel,  F.H.C.P.,  Physician  Meath  Hospital, 
22  Merrion-square,  Dublin. 

t  Lentaigne,  John,  P.R.C.S.,  Surgeon  Mater  Misericordise  Hospital, 
42  Merrion-street,  Dublin. 

1897  Letters,  Patrick,  M.D.,  Valentia  Island. 

1898  IjINDSay,  James  A.,  M.D.,   F.R.C.P.   Loudon,  Professor  of  Practice  of 

Medicine    C^.C. B.,   Physician    RoyHl     \"ictoria    Hospital,    Belfast, 
3  Queen's  Elms,  University-road,  Belfast. 

+  Little,  James,  M.D.,  ex-President  R.C.P.,  Regius  Professor  of  Physic 
Univ.  Dub.,  14   St.  Stephen's-green,  North,  Dublin. 

1897  LuMSDEN,  John,  M.D.,  Physician  to  Mercer's  Hospital,  4  Fitzwilliani- 

place. 

t  Mac.\n,  Sir  Arthur  V.,  M.B.,  ex-Prcsidcnt  R.C.P.,  King's  Professor  of 
Midwifery  T.C.  D.,  53  Merrion-s(iuare,  Dul)lin.     [1] 

t  M'AUDi.E,  John  Stephen,  F.R.C.S.,  Surgeon  St.  Vincent's  Hospital  and 
the  Mullen  Convalescent  Home,  72  Merrion-square,  Dublin. 

1887  M'Cau.>sland,  Richard  Bolton,  F.R.C.S.,  Surgeon  Steevens'  Hospital, 
79  Merrion-square,  Dublin. 

1904  MacGr.\th,  James  Josei-h,    L.R.C.P.,   St.   Helens,   Dunfanaghy,  Co. 

Donegal. 

1895  M'HicH,  Michael,  M.A.,  M.D.,  Univ.  Dub.,  L.R.C.S..  Professor  of 
Materia  Medica  U.C.S.,  rhysiclan  ^t.  Vincent's  Hospital,  25  Hnr- 
court-street,  Dublin. 

1902  M'KisAC'K.  IL  L.,  M.D.,  Pliysician  Boyal  Victoria  il.mi  ital,  17  Univer- 

sity  square,  Bulfiist. 

1905  .M'Lnii(;Hi,iN,    K.    P..    Ml).,    U.U.I. ,    I'rolersor   ..f  Anatoiny    Catholio 

University  Medical  School,  Cecilia-street,  Dublin. 
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1903  McViTTiK,  11.  B.,  M.D.,  «•_'  Fitzwilliam-square. 

1887  McWeenkv,  E.  J.,  M.D.,  F.l!. C.P.I. ,  Profes-or  of  Medical  Juris- 
prudence and  Public  Health,  Catholic  University  Medical  School, 
84  St.  Stephen's-green,  Dublin. 

1900  Maguiue,  Kath.\rine  M.  N.,  M.D.,  67  Merrion-square,  South. 

1883  M.VRQUEs,  L.  Pereir.4,  M.R.C.P.,  L.ll.C.S.,  late  Medical  Officer  Victoria 
Gaol  Hospital,  Macao,  China. 

1896  M.VRTLEY,  Fr.vnci.s  C,  M.A.,  M.D.,  Camb.,  F.R.C.P.I.,  M.K.C.S.  Eng. 

and  L.IJ.C.P.  Lon.,  71  Lower  Baggot-street,  Dublin. 

1904    Matson,   John   A.,  M.D.,    Univ.    Dub.,    F.R.C.P.I.,    Assist.    Phys. 
Richmond,  Whitworth,  and  Hardwicke  Hospitals,  16  North  Great 
I  George's-street. 

1897  Maunsei.l,   P.   Charles  B.,    M.B.,   B.Ch.,  B.A.O.,  Dub.,  F.R.C.S., 

Surgeon  to  Mercer's  Hospital,  o2  Lower  Baggot-street. 

1902  Meldon,  G.  PuGiN,  M.D.,  F.P.C.S.,  Surgeon  Westmoreland  Lock 
Hosi>ital,  6'J  Lower  Baggot-streel. 

1904  Mills,  John,  M.B.,  B.S.,  P.U.T.,  District  Asylum,  Balliuasloe. 

1907  MiLROY,  T.  H.,  M.D.  Kdin.,  F.R.S.E.,Dunville  Professor  of  Physiology, 
Queen's  College,  Belfast,  Thornlea,  Malone  Park,  Pjelfast. 

1901  Mitchell,  A.  B.,  F.ll.C.S.,  Surgeon  Royal  Victoria  Hospital,  4  College- 
square,  Belfast,     fl] 

1894  Mo.NT(U)MERY,  lloBKRT  JoHN,  M.A.,  M.B.  Uuiv.  Dub.,  F.R.C.S., 
OphtliHlmic  Sui--.'eon  Drunicondra  Hospital,  Assistant  Surgeon 
Royal  Victoria  Eye  and  Y^.w  Hospital,  '1%  Ujiper  Fitzwilliam-street, 
Dublin. 

1897  MooNEY.  H.  ('.,  M.B.,  F.R.C.S.,  Ophthalmic  Surgeon  Children's 
Hospital,  Temple-street  ;  Assistant  Surgeon  Royal  Victoria  Eye 
and  Ear  Hospital,  "22  Lower  LJaggot-street.     [1] 

1894  MooRK,  Henry,  L.R.C.P.  &  S.,  Surgeon  Royal  City  of  Dublin  Hospital, 
19  Upper  Fitzwilliani-sti'eet. 

t  MoouE,    Sir     John    William,    M.I).,     D.Sc.     0.\on.,     e.\-President 
ll.C.P.,  Physician  Meath  Hospital,  Professor  of  Practice  of  Medicine 
Royal  College  of  Surgeons,   40  Fitz-.villiam-square,  West,  Dublin. 
11] 
1901  MooRHEAi),  (Jkohge,  K.R.C.S.,  Tullauiore. 

1304  Moorheai),  T.  Gillman,  M.D.,  F.R.C.P.,  Physician  City  of  Dnhlin 
Hospital,  23  Upper  Fitzwilliam-strei^t.     [1] 

1883  Murphy,  .John,  F.R.C.P.,  Physician  Mater  Misericordia>  H.ispital, 
13  Merrion-square,  Dulilin. 

t  Murphy,  John  .Ioskimi,  L.R.C.P.  Ed.,  IS  Harcourt-street,  Dublin. 
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1904  Murphy.  W.L.,B.  A.,  Cantab.,  F.l!. C.S. I.,  IMater  Miaericordiae  Hospital, 
33  Upper  Merrion-street. 

1886  MYLE.S,  Sir  T.,  ex-President  E.C.S.,  Surgeon  Eichmond  Hospital,  33 
Merrion-square,  Dublin.     [2] 

t  Nixon,  Sir  Christopher,  Bart.,  M.D.,  e.\-President  R.C.P.,  Phyaiciau 
to  Mater  Misericordiaj  Hospital,  2  Merrion-square,  N.,  Dublin. 

1889  Nolan,  Michael  James,  L.R.C.P.,  L.R.C.S.,  Resident  Medical 
Superintendent  Dowti  District  Lunatic  Asylum,  DowTipatrick. 

189)  O'Brien,  C.  M.,  M.D.,  L.R.C.P.  &  S.,  Physician  to  City  Hospital  for 
Diseases  of  the  Skin,  29  Merrion-square. 

t  O'Carroll,  Joseph  Francis,  M.D.,  F.R.C.P.,  Physician  Richmond, 
Whitworth,  and  Hardwicke  Hospitals,  43  ^lerrion-square,  Dublin. 

190G  O'Farrell,  Thomas  T.,  L.R.C.P.  &  S.I.,  Pathologist  St.  Vincent's 
Hospital ;  Demonstrator  of  Anatomy  Catholic  University  Medical 
School,  44  Waterloo-road. 

1883  Olpherts,  J.  Wybrants,  M.D.,  Medical  OfKcer  Downpatrick  Dis- 
pensary District,  The  \'illas,  Downpatrick. 

t  Ormsby,  Sib  Lambert  Hepenstal,  M.D.,  E.\-Presldent  R.C.S., 
Surgeon  Meath  Hospital,  Surgeon  National  Children's  Hospital, 
92  Merrion-square,  West,  Dublin. 

1894  O'ScjLLiVAN,  A.  C,  M.D.,  F.T.C.D.,  F.R.C.P.L,  Lecturer  on  Pathology 
Trinity  College,  43  Ailesbury-road,  Dublin. 

t  OuLTON,  Henry  W.,  ^I.D.  Dub.,  F.R.C.S.I.,  Chief  Surgeon  Dublin 
Metropolitan  Police,  17  Upper  Fitzwilliam-street.  Dublin. 

1893  Parsons,  Alfred  Robert,  .M.l).,  Univ.  Dub..  F.R.C.P.,  Phy.Mcian 
Royal  City  of  Dublin  Hosi)itnl,  27  Lower  Fitzwilliam-street,  Dublin. 

1900  Patten,  Charles  J.,  ^\.l).,  D.Sj.,  B.Ch.  Dub.,  Professor  of  Anatomy 

University  of  Shcftield. 

1895  Peacocke,  (Jed.  J.,  iM.I).,  F.R.C.P.L,  Assi.stant  Physician  Adelaidt- 
Hospital,  2  Fitzwilliam-sfiuare.     [3] 

1903  Peacocke.  Rec.inai  n  C,  M.D.  Dub.,  M.Mli.al  OHicer  (I. P.O..  lUack- 
rock  District,  2  Ovocn-tcrracc,  Blackrix-k. 

1887  Pearson,  Charles  Yelverton,  M.D.,  F.R.C.S.  Kng.,  Profcs-sor  of 
Surgery,  Queen's  College,  1  Sydney-place,  Cork. 

1901  I'ennv.  .Vr.KRKi)   FERcasoN.   L.R.C.P.  &  S.,  Hon.  Vi.siting  Physician 

Clielsca  Prov.  Dispensary.  10  Oakloy-street.  ClieWo. 

t  Pollock.  James   Ferrieh.   M.D..   F.K.C.P.,   McHiionl   Oflicer  .Meath 
Industrial  S<'liools,  Avoca  House.  Hlockrock. 
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1904  Pringle,   Seton,   M.B.,   Univ.   Dub.,   F.R.C.S.T.,   Surgeon  Mercer'a 
Hospital,  27  Lower  Baggot-street. 

1895  Price,  Arthur  George,  M.B.,  B.Ch.  Univ.  Dub.,  Greystones. 

t  PuREFOY,  Richard   Dan'CER,   r.ll.C.S.,  Ex-Master  Itotunda  Hospital, 
62  Merrion-square,  Dublin.     [1] 

1902  Purser,  Frank   C,  M.l).,   F.R.C.  J'.,  Assistant  Physician    Richmond, 
VVhitworth,  and  Hardwicke  Hospitals,  20  Lower  Baj^got-street. 


f  Redmond,  Joseph    Michael,    M.l).,    P.R.C.P.,  Physician  to   Mater 
MisericordiiB  Hospital,  41  Merriou-square,  Dublin. 

1905  Rowlette,  Robert  J.,  M.D.,  Pathologist  llotumla  Hospital,  42  Lower 

Baggot-street,  Dublin.      [1] 
1892  Rutherford,  William,  M.D.,  F.R. C.P.Ed.,  Visiting  Physician  District 

Asylum,  Ballinasloe. 


1900  Scott,  C.    Burnett,  M.D.,  35  C'lariuda-park,  Kingstown. 

t  Scott,  John  Alfred,  M.D.,  F.R.C.S.,  Professor  of  Physiology  Royal 
College  of  Surgeons,  36  Lower  Baggot-street,  Dublin. 

1906  Sheill,  J.  Spencer,  L.R.C.P.  &  S.I..  F.R.C.P.L,  Ex-Asst.  Master 

Coombe  Hos))ital,  27  Harcourt-strcet,  Dublin. 

1900  Sinclair,  F.  Howard,  M.U.,  Cooleen,  VVaircupoint. 

1886  Smith,   Alfred   J.,     M.B..    F.R.C.S.,    Gyniecologist     St.    Vincent's 
Hospital,  30  Merrion-square,  Dublin. 

1895  Smith,  R.  Travers,    M.D.,   F.R.C. P.I.,    i'hysician    Richmond,  Whit- 
woith  and  Hardwicke  Hospitals,  20  Lower  Fitzwilliam-street.    [2] 

1901  Smith,  Trevor  N.,  F.R.C.S.,  late  Assistant  Master  Coombe  Hospital, 

34  Upper  Fitzwilliam-street. 

+  Smith,  Walter  George,  M.D.,  E.\-President  R.C.P.,  King's  Professor  of 
Materia  Medica,  School  of  Physic,  and  Physician  to  Sir  Patrick 
Dun's  Hospital,  25  Merrion-square,  Dublin.     [1] 

1905  Smyth,   Joshua  Charles,   ]\f.R.C.S.  Eng.,  L.R.C.P.  Lend.,  Resident 
Piiysiciau  Altadore  Sanatorium,  Kilpedder,  Co.  Wicklow. 

t  Smyly,  Sir  William  J.,  M.D.,  Ex-President  R.C.P.,  late  Master 
Rotunda  Lying  in  Hospital,  58  IMerriou-square,  S.,  Dublin. 

1905  Stevenson,  Walter  C,  M.B.,  B.Ch.,  B..\.0.,  Assistant  Surgeon  Dr. 
Steevens'  Hospital,  21  Upper  Kit/.william-street. 

+  Stoker,   Sir  Thornley,    M.D.,   ex-President    R.C.S.,   Surgeon    Rich- 
mond Hospital,  Surgeon  Swift's  Hospital  for  Lunatics,  8  Ely-place, 
Dublin. 
1902  Stoker,  Graves,  F.K.C.S.,  Surgeon  Drumcondra  Hospital,  46  Rutland- 
square.     [IJ 
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1907  Stonev,  R,  Atkinson-,  M.B.,  B.Ch.,  Dub.,  F.K.C.S.T.,  Surgeon  Royal 
City  of  Dublin  Hospital,  115  Lower  Baggot- street,  Dublin.     [2] 

t  Story,  Johx  Benjamin,  jM.B.,  F.R.C.8.,  SurL,'L<>ii  Roynl  Victoria  Eye 
and  Ear  Hospital,  Ophthalmic  and  Aural  Sur;,'ei)n  Steevens'  Hospital, 
Professor  of  Ophthalmic  and  Aural  Surgery  li.C.S.,  6  Merrion- 
aquare,  N.,  Dublin. 

1900  Str.vh.vn,   Michael,  L.I?.C.S.,  Kx-Medical  Officer  N...   2  North  City 

Dispensary  District,  '{8  Rutland-square,  Dublin. 
1902  Steitch.    Geo.    S.    Russell,    L.R.C.P.    &    S.     Ed.,    Governor    of 
Apothecaries'  Hall,  17  Xorth  Great  George's-street. 

+  SwANZV,  SiK  Henry  Rosborough,  M.D.,  Dub.,  hon.  causft,  Ex- 
P.R.C.S.,  Surgeon  Royal  Victoria  Eye  and  Ear  Hospital,  Dublin, 
Ophthalmic  Surgeon  Adelaide  Hospital,  2:')  jMerri()n-8(iuare,  North, 
Dublin. 

1893   Symes,  Wm.   Langford,  F.R.C.P.,    M.D.,   TJandrindod  Wells,  South 
Wales. 

1893  Symington,  Johnson,  M.D.  Edin.,  Professor  of  Anatomy  Queen's  Coll., 
Belfast. 


1895  Taylor,  Edwaro  Henky,  INI.l).,  Dub.,  F.R.C.S.,  Professor  of  Surgery 
Dublin  University,  Surge'>n  Sir  Patrick  Dun's  Hospital,  77 
Merriou-8(|uare,  Dublin. 

1898  Taylor.  William,  M.B.,  F.R.C.S.,  Surgeon  Me«tli  Hosi-ital.  47  Fitz- 

M'illiaui-Kquarf.      [1] 

1897  Thomi'Son,  W.  H.,  M.D.,  F.R.C.S.  Eng..  Kings  Professor  of  Institutes 
of  Medicine.  Trinity  College,  Did)lin. 

1894  Thompson,  Sir  W.  J.,  M.D..  Univ.  Dub.,  F.R.C.P.I.,  Phy.Mcian  Jervis- 
street  Hospital,  57  Fitzwilliani-sqiiare. 

t  TOBIN,  Richard  Francis,  F.R.C.S..  Surgeon  St.   VincentV  Hospital, 
60  St.  Stephen's-green,  Dublin.     [1] 
1889  Toi.i).  H.  Ros.s  F.R.C.S.,  Ipsden,  Wailingford,  Berks. 
1893  Tweedy,  Krne.st  Hastings,    F.R.C.P.,  Muster  Rotunda  H..si.ital.        1] 

1900  Twickiiy,  Hkrhkrt,  L.R.C.P.  Sc  S  ,  Colonial  Surgeon. 

lOri  Watson.  F.DWARn  . I..  ^r.D..  F.R.C.P..  Arnsthetiot  and  Arbitral  Officer 
in  (Jhartrc  of  the  X-ray  Department  Sir  T'.  Dun'n  Honpifal.  Demon- 
strator in     Anatomy  T.C.D..  2;'  Fit/.williani-iilscc. 

1902  Wayland,  R.  S.,  F.R.C.S.,  Physician  National  Children's  Hospital,  ()7 
Harcourt-street . 

1901  WK.HTROPP,    H.    G.,  L.R.C.P.  .1- S..    Visitinc   Surgeon    Home   of    Rent. 

Merrion,  ll.'J  Strand-rond.  Sandymonnt. 
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1904  Wheeler,  W.  r.  d^  C.  M.D.,  B.Ch.,  B.A.O.  Dub.,  F.R.C.S.,  Surgeon 
Mercer's  Hospital,  59  Lower  Mount-street. 

1900  White,  Arthur  H.,  L.R.C.P.  &  S.I.,  Professor  of  Pathology  Royal 
College  of  Surgeons,  Pathologist  Meatli  Hospital  and  Cork-street 
Hospital. 

1903  WiGH.\M,  Joseph  T.,  M.D.,  Assistant  to  Professor  of  Pathology  T.C.D., 
Albany  House,  Monkstown,  Co.  Dublin. 

1898  Wigoder,Selik,M.D., Leipzig,  L.R.C.P.  &  S.  Edin.,  5  Harrington-street. 

1894  WiLSOX,  T.  Henry,  F.R.C. P.,  late  Assistant  Master  Rotunda  Lying-in 
Hospital,  Cynaecologist  Richmond,  Whitworth,  and  Hardwicke 
Hospital,  81  Merrion-square. 

1898  Winter,  W.  A.,  M.D.,  Dub.,  F.R.C.P.I.,  Assistant  Physician  Steevens' 
Hospital,  2  Upper  Leeson-street. 

1893  "Woods,   Robert  H.,  M.B.  Univ.   Dub.,  F.R.C.S.,  Throat  Surgeon  Sir 

P.  Dun's  Hospital,  39  Merrion-square,  Dublin. 

1894  Wynne,  Albert  E.,  M.D.,  Univ.  Dub..  L.R.C.P.  &  S.  Edin.,  F.R.C.S., 

late  House  Surgeon  Mercer's  Hospitnl,  27  Westland-row,  Dublin. 


1884  YouRELL,  M.  J.,  M.R.C.P.,  10  Ailesbury-road,  Merrion. 
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t  BoYCB,  Jos.  W.,  M.B.,  Medical  Officer  Blackrock  Dispensary  District, 
St.  Kilda,  Blackrock,  Co.  Dublin. 

1904  BoxwELL,  William,  M.B.,  Dub.,  M.R.C.P.I..  Clinical  Assistant  Meath 

Hospital,  77  HarcoTirt-.street,  Dublin. 
1907  Bronte,  R.  M.,  L.R.C.P.  &  S.I.,  28  Harcourt-street. 

1903  CH.iRLES,  Andrew,  L.R.C.P.  &  S.,  64  Harcourt-street. 

1887  Cope,  Geo.  Patrick,  L.H.C.P.,L.R.C.S.,  Medical  Officer  No.  3  Dispen- 
sary District,  South  Dublin  Union,  36  Harcourt-street. 

1900  Cdllinan,   Henrt,  L.R.C.P.  &   S.,  Senior  Assistant   Medical  Officer 
Richmond  Asylum. 

1905  Daws,  J.  H.,  L.H.C.P.  &  S.I.,  Visiting  Phy.sician  Children's  Hospital, 

Temple-stret't,  26  Westland-row. 
1892  Day,  J.  Marshall,  M.B.,  Univ.  Dublin,  Resident  Medical  Officer  Cork- 
street  Fever  Hospital,  Dublin. 
t  Delahoyde,    O'Connell  J.,    F.R.C.S.,  Medical  Officer  No.  2  District 
North  Dublin  Union,  47  Rutland-S(iuare,  Dublin. 

1894  Eustace,  H.  M.,  M.D.,  Resident  Medicnl  Superintendent  Hampstead 
and  Highfield  Private  Lunatic  Asylums,  Glasneviu. 

1897  Flkury,  Eleonoue  Lilian,  M.I).,  It.lT.L,  Rirhmond   District  Asylum, 

Dublin. 

1903  Glennv,  Edmund,  F.R.C.S.,  14  Harrin^rton-street. 

1900  GoFF,  A.  S.,  L.R.C.P.  &  S.,  Lynton,  Dundrum. 

1889  GouLDiNO,  H.  liKN.soN.  F.R.C.S,  If.  Ixatlimincs-road. 

1906  Greer,  J.  Stirling,  L.K.C:.P.  &  S.,  Kd.,  Temji^-t.'rrac.',  Dalkey. 

1898  Hatch,  Richard,  L.R.C.P.  &  S..  1G6  Pembrokt-n.a.l. 

1897  Huohkh,  Charlih,  L.R.C.P.  &  S.,  10  Lower  Fitzwilliam -street. 

1903  LvNN,  Kathleen  P..  IVI.B.,  H.Cb.,  B.  A.O.,  9  lUlj.'r"vc  road,  IJatlimines. 

1902  Neill.  Thomas.M.H.,  B.Ch.  Dub.,  Ex-.VsniHt.  Master  CoomlM>  llospitsl. 
69  llarcoJirt-Btroet. 
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1905  Pasley  Cladde  B.,  L.R.C.P.&  S.1.,66  Dalymount,N.C.ll. 

1898  Redington,  John,  F.R.C.S.,  Resident  Medical  Officer  District  Asylum, 
Portrane. 

1885  Shaw,  Jawes,  L.R.C.S.,  93  Talbot-street,  Dublin. 

1904  Stokes,   Henry,   M.B.,  Dub.,   F.R.C.S.I.,   Clinical   Assistant  Meath 
Hospital,  26  Harcourt-street. 


STUDENT  ASSOCIATES. 

Adams,  R.,  13  Dufferin-avenue,  B.  C.  Road. 
Allman,  p.,  Kincorn,  Glen  arm -avenue,  Drumcondra. 
Armitage,  H.  G.  p.,  Royal  College  of  Surgeons,  Dublin. 

Belas,  B.  G.  S.,  Duntreath,  Glenageary. 

Cahir,  J.,  9  Staraer-street. 

Chkistal,  C.  H.,  43  Harrington-s^treet. 

Flannery,  J.  A.,  Richmond  Hospital,  Dublin. 

Oregg,  E.  a.,  37  Percy-place. 

Healy,  VV.  J.,  Grand  Canal-street  Dispensary. 

Johnston,  W.  V.,  9  Ranelagh. 

Levis,  G.  S.,  Devonia,  Kimmage-road. 

O'Connor,  J.  P.,  B.A.,  2  Lower  Hatch-street. 

Parker,  W.  P.  H.,  6  Claremont-villas,  Glenageary. 
Power,  P.  M.,  70  Grove-park,  Rathniines. 

Soher,  L,  148  Leinster-road,  Rathmines. 

Wallace,  E.  C,  33  Charleville-road.  N.C.R. 

Woollcombe,  Robert  Llovo,  LL.D.,  14  Waterloo-road,  Dublin. 


RULE  S 


1.  The  name  shall  be,  "  Royal  Academy  ok  Meiucink  in  Ireland."  (18.S7.) 

Coiifitilutioii. 

2.  The  Academy  shall  consist  of  Fellows,  Honorary  Fellows,  Members,  and 

Student  Associates. 

jMcuiKycmeiit. 

3.  The  affairs  shall  be  managed  by  a  Council,  consisting  of  the  Tresident, 
Ex-Presidents  (1893),  Ex-Ceneral  S.cretaries  (lS)ii5),  the  six  Presidents  of 
Sections,  the  General  Secretary  and  Treasurer,  the  Secretary  for  Foreign 
Correspondence,  six  Secretaries  of  Sections,  and  eight  Councillors,  being  two 
representatives  from  the  Medical,  Surgical,  Obstetrical,  and  Pathological 
Sectional  Councils  respectively. 

Mectii)(/s. 

4.  The  Meetings  shall  be  General  and  Ordinary. 

Puhlicatioii  of  "  Transactions." 

5.  The  "Transactions"  shall  be  published  l>y  the  Council,  subject  to  the  pro- 
visions hereinafter  contained. 

Orl(/iiud  Fcllotrs  and  ,\f embers. 

6.  All  the  Members  of  the  i)reseut  Societies  (Medical,  Surgical,  Obstetrical, 
and  Pathological)  shall  be  Original  Fellows  or  Members,  without  entrance  fee, 
on  payment  of  the  annual  subscription  on  or  before  31st  Decend>er,  1882." 

Felloics. 

7.  Fellows  of  the  Koyal  College  of  Physicians  of  Ireland,  and  of  the 
Koyal  College  of  Surgeons  in  Ireland,  shall  be  admitted,  without  ballot,  on 
payment  of  the  entrance  fee  and  the  subscription  for  the  current  year.  All 
others,  being  Registered  ^fedical  Practitioners  not  directly  or  indirectly  engaged 
in  the  sale  of  drugs,  shall  be  proposed  by  two  Fellows,  and  elected  by  ballot  by 
the  Council. 

8.  Candidates  shall  be  proposed  at  one  Meeting  of  the  Council,  and  balloted 
for  at  the  next-^onc  black  beau  in  four  to  reject. 

8a.  That  all  Rules  referring  to  the  admission  of  Fellows,  Members,  and 
Student  Associates  shall  be  interjireted  a*  referring  to  liadies  as  well  a.s 
Gentlemen. 

Prnilfij<g»f  /•'«•//('('•.<. 

0.  Fellows  only  shall  be  eligible  for  oftice  in  the  Academy.  They  shall  have 
the  privilege  of  .attending  all  Meetings  of  the  Academy,  of  making  Communi- 
cations, and  of  voting  and  speaking  at  such  meetings.  They  shall  also  receive 
a  copy  of  the  "Transactions." 

"  Those  who  have  paid  a  Lite  Snhscri|itioii  to  any  of  the  above  .SnciefifN  «ill  l>c  ailiiiitteil  to 
thepriviU'Cf  of  Kollowsoii  payment  of  Member'*  siil>sciiptloii. 
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10.  These  privileges  shall  uot  be  exercised  by  any  Fellow  in  arrear  with  his 
subscription. 

Honorary  Pelloics. 

11.  Honorary  Fellows,  limited  in  number  to  25,  niay  be  nominated  by  the 
Council,  and  elected,  on  motion  at  a  General  ^Meeting  of  the  Academy  by  a 
majority  of  at  least  two-thirds  of  those  present  and  voting. 

Memhcm. 

12.  Any  Registered  Medical  Practitioner  may  be  elected  as  a  Memlier,  the 
election  to  be  conducted  in  the  saine  manner  as  that  of  Fellows. 

Pririlcges  of  Memherif. 

13.  Members  shall  have  the  i>rivilcge  of  attending  the  Ordinary  Meetings  of 
the  Academy,  of  making  Comnuinications,  and  of  taking  part  in  debate.  They 
can  purchase  the  "  Transactions  "  at  cost  price. 

Student  Assoriatcis. 

14.  llegistered  Medical  Sttidents  may  be  elected  Student  Associates  f»U'  the 
period  of  one  year.  The  Subscription  nmst  be  jiaid  before  election,  and  the 
Council  may  elect  without  notice  of  motion. 

15.  Student  Associates  shall  have  the  privilege  of  attending  the  Onlinary 
Meetings  of  the  Academy. 

•■1  nnual  Suhscriptlon. 

16.  Fellow.s  sliall  jiay  £'2  2s.,  and  Members  £1  Is.  Student  Associates  shall 
])ay  5s.  The  Subscription  shall  Ijecome  due  on  the  1st  of  October  in  each  year, 
and  if  the  Subscripti»in  be  uot  j)aid  on  or  before  the  first  Meeting  in  February, 
the  defaulter  shall  cease  to  belong  to  the  Academy,  unless  the  delay  shall  be 
accounted  for  to  the  satisfaction  of  the  Council.  No  Fellow  shall  vote  at  the 
Annual  (reneral  Meeting  who  has  not  paid  his  sul>scrii>tiou  for  the  year. 
Registered  Medical  Practitioners  not  residing  within  15  miles  of  Dublin  are 
eligible  as  Fellows  of  the  Academy  on  ])ayment  of  the  entrance  fee,  and  an 
annual  Subscrijjtion  of  4:1  Is.  Medical  Officers  on  the  active  list  of  the  Royal 
Navy  and  Army  are  eligible  for  election  as  "Temt>orary  Fellows  "  of  the 
Academy  on  payrnent  of  nn  annual  Sul)8r'ri|ition  of  One  Guinea.  Such  Tern- 
j)oriiry  Fellows  shall  enjoy  all  the  privilekjes  of  Fellows,  txcept  that  of  voting 
at  General  Meetini»8.  No  Fellow  who  has  not  paid  his  Subscription  shull 
vote  for  any  Cainliiiate  for  Office  at  the  Annual  General  Meeting,  nor  can  the 
natiie  of  any  Fellow  be  received  by  the  (ieneral  Secretary  for  insertion  on 
the  ballot  pxper  as  a  Candidate  for  Otliee  unless  his  Subscription  shnll  have 
been  jiaid  for  the  current  year. 

/•^ II trance  Fee. 

17.  After  admission  of  Original  Fellows,  all  Fellows  shall  pay  an  entrance 
f«e  of  11    Is. 

Ciiiiiieil. 

18.  Tiie  Council  shall  meet  on  the  last  Friday  in  the  month  throughout  the 
S'«Mioii,  or  oftener  nhould  they  see  occasion — five  to  form  a  quorum. 
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19.  Notice  of  all  Extraordinary  JNIeetings  shall  be  transmitted  by  the  Secre- 
tary to  every  Member  of  the  Council.  The  President  or  any  five  Members  of 
Council  may  call  an  E.xtraordinary  Meeting  of  the  Council.  The  Council  shall 
determine  questions  by  vote,  or  by  division  if  so  demanded,  the  President  ha\'ing 
a  casting  vote  only.  Any  regulation  of  the  Council  shall  have  the  force  of  a  law, 
until  submitted  to  the  next  General  Meeting.  The  Council  shall  have  the 
power  of  filling  up  any  vacancies  which  may  occur  in  the  list  of  Officers  of  the 
Academy,  except  that  of  President,  before  the  Annual  General  Meeting.  If  a 
vacancy  in  the  office  of  President  should  occur,  the  General  Council  shall 
summon  a  Special  General  Meeting  of  the  Academy  to  fill  such  vacancy.    (1888.)' 

Sectional  Councils. 

20.  There  shall  be  six  Sectional  Councils  elected  by  the  Annual  General 
Meeting  in  October,  termed  respectively — the  Medical,  the  Surgical,  the  Obste- 
trical, the  Pathological,  the  State  Medicine,  and  the  Anatomical  and 
Physiological  Councils. 

21.  No  Fellow  shall  be  eligible  as  a  candidate  for  election  on  more  than 
two  Sectional  Councils,  but  no  Fellow  shall  be  eligible  as  a  candidate  for  elec- 
tion on  both  the  Medical  and  Surgical  Sectional  Councils.     (1888.) 

22.  Each  Sectional  Council  shall  consist  of  the  President  of  the  Section  and 
ten  Members,  one  of  whom  shall  act  as  Secretary  to  the  Section  ;  except  the 
State  Medicine  and  Anattnuical  and  Piiysiological  Councils,  which  shall  each 
consist  of  a  President  and  six  Members.     (1888.) 

Meetinys  of  Sectional  Councils. 

23.  Each  Sectional  Council  shall  meet  on  a  fixed  day  at  least  one  week 
before  the  Ordinary  Meeting  of  their  Section,  three  to  form  a  (piorum. 

Poicer.'i. 

24.  Each  Sectional  Council  shall  have  the  power  of  making  any  such  arrange- 
ments as  it  thinks  necessaiy  to  carry  on  the  work  of  the  Ordinary  Meetings 
which  are  under  its  charge,  i>rovided  that  such  arrangements  do  not  interfere 
with  the  general  laws  of  the  Academy  ;  and  any  Kules  laid  down  by  such 
Council  shall  have  the  force  of  laws  at  the  Ordinary  Meetings  under  its  charge 
until  submitted  to  the  General  Council. 

25.  Each  Sectional  Council  shall  have  the  power  of  filling  up  any  vacancies 
that  may  occur  among  its  Members  until  the  Annual  General  Meeting. 

Contmittce  i>f  Rtfcrcucc. 

26.  The  Council  shall  appoint  a  Conunittee  of  Keference  to  rejjort  upon 
morbid  growths  and  other  specimens  exhibited  before  the  Academy  ;  of  this 
Committee  the  Exhibitor  shall,  for  the  occasion,  be  a  Member. 

Officers. 

27.  A  President,  to  be  elected  by  the  Annual  General  Meeting  in  October, 
and  to  hold  office  for  three  years. 

28.  The  Presidents  of  all  Sections  shall  be  elected  by  the  Fellows  at  tlie 
Annual  General  Meeting,  ajul  shall  hold  office  for  two  years. 
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29.  One  General  Secretary  and  Treasurer  to  be  elected  at  the  Annual 
General  Meeting. 

30.  It  is  expedient  that  a  fixed  salary  (of  one  hundred  guineas)  shall  be 
paid  yearly  to  the  General  Secretary  in  consideration  of  the  fact  that  the 
editiui:  of  the  "  Transactions"  is  part  of  his  duties. 

31.  One  Honorary  i^ecretary  for  Foreign  Correspondence  to  be  elected  at  the 
Annual  General  Meeting.     (1888.) 

32.  The  Councillors  for  each  Section  to  be  elected  at  the  Annual  General 
Meetin"-.  Each  Sectional  Council  shall  elect  two  ^lenibers  to  act  on  the 
General  Council,  except  in  the  case  of  the  Sections  of  State  Medicine  and 
Anatomy  and  Physiology.     (1888.) 

33.  Two  Members  in  each  Sectional  Council  shall  retire  annually,  and  be 
ineligible  for  re-election  for  one  year,  except  in  the  Council  of  the  Section 
of  Anatomy  and  Physiology,  in  which  only  one  shall  retire.      (1896.) 

34.  Six  Secretaries,  one  for  each  Section,  to  be  ai)pointed  by  the  Sectional 
Councils. 

35.  At  all  elections  after  the  year  1882,  any  Fellow  desirous  of  nominating 
a  candidate  for  election  shall,  at  least  ten  days  before  the  Annual  General 
Meeting,  forward  an  application  to  the  General  Secretary  to  enter  the  name 
of  such  Fellow  on  the  list  of  candidates  for  office,  provided  that  the  Fellow 
so  nominated  shall  have  consenteil  to  act,  and  shall  have  paid  his  oubscriptiou 
at  the  time  of  nomination.  Shoubl  there  be  an  insufficiency  of  regularly 
hominaletl  candidates,  the  vacancies.-^o  created  hhali  be  filled  up  by  the  Pactional 
Councils  at  their  first  meeting  after  ekclion.     (1891  and  l'J04.) 

36.  That  all  elections  shall  be  by  baHot,  but  Fellows  residing  more  than 
15  miles  from  Dublin,  and  those  incapacitated  by  illness  (to  Vie  certified),  may 
record  their  votes  by  ballot  ])aper8,  Bent  to  the  jtresiding  officer  in  sealed 
envelopes  jirovided  for  that  purpose.  A  Kellow  cxunot  avHil  hini>elf  of  lliia 
privilege  unless  liis  subscripiion  for  the  current  session  has  been  paiil.  (1S96 
and  1904.) 

37.  That  in  all  elections  to  the  Suciinnal  Councils  there  sh«ll  be  affixed  to 
the  name  of  each  candidate  the  nundicr  of  meetings  I  hat  he  hns  attended  of 
that  particular  Section  of  the  C!ouncil  for  which  he  is  now  a  camlidate.     (IS'.IS.) 

I)  III  in  of  OjiirfV.i. 

'AH.  The  1'rfjii.ileiit  shall  preside  at  the  ATunial  and  Sjiecial  General  Meetings 
and  at  (ieueral  Council  Meetings.  In  the  absence  of  the  President,  the  Chair- 
man shall  be  ajipointed  liy  the  meeting.     (1888.) 

39.  The  J'resiileiilx  i>f  Srcdoiit  shall  ])reside  at  the  ( >rdinury  Meetings  <>f  the 
.Vcademy,  and  shall  also  preside  at  the  Sectional  Cnuncil  .Meetings.  In  the 
abs(;nceof  the  President,  the  ('hairman  shall  be  a]>]x>inted  by  the  meeting.   (1888.) 

4i>.  The  (leiieial.  Scrrelinif  shall  attend  all  General  Meetings  «f  the  Academy 
and  General  Council.  He  shall  take  minutes  of  such  meetings,  to  l>e  read  at 
the  fnilowing  meeting. 

41.  He  shall  receive  an<l  have  charge  of  all  papers  intended  for  ptdilication 
in  the  "Transactions"  of  the  Academy,  after  they  have  been  handed  over  to 
him  by  tin-  Secretaries  of  the  several  Sections. 
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42.  He  shall,  on  receiving  nutice  from  the  Secretary  of  a  Section,  send  out 
to  all  the  Members  notices  of  the  title  (n-  titles  of  the  paper  or  papers  for  the 
next  Ordinary  Meeting,  with  the  name  or  names  of  the  authors,  and,  so  far  as 
possible,  of  the  subjects  for  Exhibition,  with  the  names  of  the  Exhibitors. 

43.  He  shall  arrange  for  the  Exhibition  of  specimens  and  the  reading  of 
papers,  which  are  to  be  forwarded  to  the  Academy  by  those  who  are  absent, 
or  are  not  members. 

44.  The  General  Secretary  and  Treasurer  shall  receive  all  moneys,  and  lodge 
the  same  in  bank  to  the  account  of  the  Academy,  and  all  cheques  shall  be 
signed  by  the  Treasurer  and  one  other  Councillor. 

45.  The  Accounts  shall  be  audited  by  two  Fellows,  not  Members  of  Council,  to 
be  appointed  by  the  President  at  some  meeting  previous  to  the  Annual  Meeting. 

Duties  of  Secretariex  of  Sections. 

46.  To  attend  the  Meetings  of  the  Council  of  the  Section  and  the  Ordinary 
Meetings  of  the  Academy,  under  the  management  of  said  Council,  and  to  take 
minutes  at  such  meetings,  to  be  read  at  the  next  following  meeting  of  that  Section. 

47.  To  keep  such  papers  as  the  Sectional  Councils  recommend  for  publi- 
cation, for  the  purpose  of  handing  them  over  to  the  General  Secretary. 

48.  To  inform  the  Secretary  of  the  Committee  of  Reference  of  any  specimens 
referred  to  that  Committee,  and  to  transfer  the  specimens  to  that  Secretary. 

49.  To  give  notice  to  the  General  Secretary,  one  week  previously  to  the  meet- 
ing, of  the  titles  of  papers  for  the  evening,  the  names  of  the  ajitliors,  and,  so  far 
as  possible,  the  objects  for  Exhibition,  with  the  names  of  Exhibitors,  so  that 
the  General  Secretary  may  inform  the  Memliers. 

50.  The  Annual  General  Meeting  to  take  jjlace  on  the  second  Friday  in 
October,  for  the  election  of  Officers  and  Members  of  Council,  and  for  the 
general  business  of  the  Academy. 

f)!.  Due  notice  of  the  meeting  .shall  be  given  by  the  Secretary  to  all  Alembers 
at  least  three  weeks  previously.     (1891.) 

52.  No  motion  involving  a  change  of  these  IJules  shall  be  brought  before  this 
meeting  except  one  week's  notice  thereof  shall  have  been  given  by  the  Secretary 
to  each  Member. 

53.  The  President  may — and  sliiill  forthwith,  on  receiving  a  requisition  signed 
by  seven  Fellows,  at  any  time — on  giving  one  week's  notice,  summon  a  Special 
General  Meeting,  for  the  •consideration  of  particular  business,  the  nature  of 
which  must  be  specified  in  the  letter  of  sununous  convening  the  meeting,  and 
at  s\icli  meeting  no  other  business  can  be  transacted.  In  the  event  of  the 
President  being  unable,  from  any  cause,  or  declining,  to  summon  a  Special 
General  Meeting  of  the  Academy,  it  shall  l)e  in  the  power  of  the  General 
Council  to  summon  such  meeting.     (,1S88.) 


xxxii  Rules. 

Ordinary  Meetintjg. 

54.  The  communications  to  be  submitted  to  the  Ordinary  Meetings  shall  be 
grouped  under  the  following  heads  : — Medicine,  Surgery,  Pathology,  Obstetrics, 
State  Medicine,  and  Anatomy  and  Physiology  ;  and  the  conduct  of  such  meet- 
ings shall  be  in  the  hands  of  the  several  Sectional  Councils,  each  Sectional 
Council  to  have  the  management  of  the  Ordinary  Meeting  in  rotation,  as 
arranged  by  the  General  Council.     (1888.) 

55.  The  Ordinary  Meetings  shall  be  held  on  every  Friday  evening,  from  the 
last  Friday  in  October  until  the  last  Friday  in  May,  inclusive,  at  eight 
o'clock,  except  during  the  Christmas  and  Easter  recesses. 

56.  All  Fellows,  Members,  and  Student  Associates  attending  the  meetings 
shall  ^\Tite  their  names  in  the  attendance  book. 

57.  Any  Fellow  or  Member  may  introduce  two  Visitors  by  cards  obtained 
from  the  Sectional  Secretaries. 

58.  Officers  of  the  Army  or  Navy  ^ledical  Departments  shall,  on  presenting 
their  cards,  be  admitted  to  the  Ordinary  Meetings  of  the  Academy. 

59.  No  communication  shall  exceed  twenty  minutes  in  its  delivery,  nor  any 
speech  thereon  ten  minutes,  except  by  permission  of  the  Chairman.  No  one 
shall  speak  twice  upon  the  same  communication,  except  the  author,  who  has 
the  right  of  reply. 

60.  A  paper  by  any  other  than  a  Fellow  or  Member  of  the  Academy 
shall  not  be  read  before  the  Academy  unless  the  author  of  such  a  communica- 
tion shall  have  obtained  permission  to  do  so  from  the  Council  of  the  Section 
before  which  the  communication  is  proposed  to  be  read.     (1892.) 

Ordinary  Meetings. — Order  of  Business. 

61.  (1.)  Chair  to  be  taken  at  8  30  p.m. 

(2.)  Chairman  to  read  list  of  specimens,  &c.,  exhibited  by  card,  together 
with  the  names  of  the  Exhibitors. 

(3.)  No  Pathological  Specimen  shall  be  exhibited  at  any  Section  other 
than  tlie  Pathological  and  Obstetrical,  except  by  card.  This 
Exhibition  shall  not  exclude  any  subseqiient  communication 
regarding  it  at  the  Pathological  Section. 

(4.)  There  shall  be  no  Exhibition  of  Specimens  by  card  in  the  Patholo- 
gical Section. 

(5.)  Any  member  shall  have  liberty  to  exhibit  any  recent  specimen  at 
any  of  the  meetings  of  the  Obstetrical  Section,  providi-d  it 
illustrates  any  (|uestion  in  gyna-cology. 

(6.)  At  the  meltings  of  the  Obstetrical  Section  recent  specimens  may  be 
exhibited,  and  ihe  President  may  invite  discussion  thereon,  i>ro- 
vided  that  such  exhibition  of  specimens  or  discussion,  if  any, 
thereon,  must  terminate  at  9  o'clock,  i>.m.,  but  that,  if  necessarv, 
they  may  be  resumed  after  the  papers  for  the  evening  have  beiji 
read  and  discussed. 

(7.)  Chairman  to  ask  if  any  member  has  any  observations  to  make  or 
motion  to  pro[)ose  relative  to  any  living  specimen  on  the  List  of 
P'.xhibition. 
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(8.)  Chairman  to  call  upon  the  author  of  the  first  paper  on  the  list  to 
read  his  paper. 

(9.)  Chairman  to  call  upon  members  to  discuss  the  paper,  or,  at  his  dis- 
cretion, to  take  any  other  paper  or  papers  on  the  list  relating  to 
the  subject,  and  have  the  discussion  subsequently  on  all  such 
papers  collectively. 

(10.)  When  the  last  paper  has  been  discussed,  the  Chairman  to  ask  if 
any  member  desires  to  speak  upon  any  of  the  specimens  exhibited 
by  card. 

(11.)  After  the  discussion  upon  any  specimen,  the  Exhibitor  has  the  right 
of  reply. 

Regulations  regarding  the  Exhibition  of  Specimens  by  Card. 

62.  (1.)  Any  member  may  exhibit  by  card  at  any  Ordinary  Meeting,  except 

at  the  meeting  of  the  Pathological  Section.     At  the  meetings  of 

the  Pa.\ological  Section  all  specimens  must  be  presented  and 

described  viva  voce,  and  debate  may  be  invited  thereon. 
(2.)  Notice  shall,  if  possible,  be  given  to  the  General  Secretary,  or  the 

Secretary  of  the  Section,  on  or  before  the  pre>-ious  Ordinary 

Meeting. 
(8.)  Specimens  must  be  in  the  room  at  7  45  on  the  night  of  Exhibition. 
(i.)  Specimens  for  Exhibition  by  card  shall  be  open  for  inspection  at 

8  p.m. 
(5.)  A  card,  containing  all  particulars  for  publication,  shall  be  placed 

with  the  Specimen.     Cards  for  this  purpose  are  to  be  obtained 

from  the  Secretary. 
(t5.)  The  Exhibitor  should  be   present,   and   he   shall  furnish   further 

details  if  asked  for. 
(7.)  Every  Exhibitor  shall  submit  the  Specimen  or  Specimens  on  view  to 

the  Committee  of  Reference,  if  the  meeting  so  decide. 

Exhibition  of  Patlwlogical  Specimens. 

63.  No  lengthened  reference  to  treatment  shall  be  allowed  upon  any  Speci- 
men, except  by  the  express  permission  of  the  Chairman.  Whenever  it  has  been 
agreed  that  a  Specimen  exhibited  at  a  Sectional  Meeting  of  the  Royal  Academy 
of  Medicine  in  Ireland  shall  be  sent  to  the  Reference  Committee  to  report 
thereon  as  to  its  nature,  tlie  Exhibitor  is  to  retain  the  custody  of  the  specimen 
until  he  shall  be  summoned  to  a  meeting  of  said  Committee  to  be  convened  by 
its  Secretary,  on  an  early  day,  when  he  will  attend  and  submit  it  for  e.\ami- 
nation.     (1889.) 

By-laws  concerning  "  Transactions." 

64.  The  "  Transactions  "  shall  consist  of  such  Comnuinications  made  to  the 
Academy  by  or  through  Fellows  or  Members  as  may  be  deemed  bv  the  General 
Council  suitable  for  publication  ;  also,  of  discussions  of  importance  or  interest 
arising  out  of  such  Communications. 
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65.  All  Communicationg  accepted  by  the  Academy  become  the  property  of 
the  Academy,  but  authors  may  also  print  their  Communications,  subsequent 
to  the  reading  of  the  same  before  the  Academy,  in  any  publication  in  addition 
to  the  "Transactions."  Papers  shall  be  handed  to  the  Secretary  of  the  Section 
immediately  after  they  have  been  read.     (1891.) 

66.  The  "Transactions  "  for  the  year  shall  be  presented  to  all  Fellows  of  the 
Academy  who  have  paid  their  Annual  Subscriptions. 

67.  The  "  Transactions  "  may  be  purchased  by  Members  at  cost  price. 

68.  The  Publication  Committee  of  each  Section  shall  meet  not  later  than 
the  Tuesday  after  each  meeting  of  the  Section,  for  the  purpose  of  abstracting 
the  proceedings — the  abstract  to  be  placed  in  the  printer's  hands  on  same 
evening,  and  forwarded  to  the  editors  of  medical  journals  with  the  least 
possible  delay.     (1888.) 

69.  Contributors  of  papers  may  send  their  papers  to  the  Academy  printer 
early  enough  to  allow  of  their  being  put  in  type  before  the  meeting,  provided 
the  author  be  responsible  for  the  cost  of  same  should  the  General  Council  deem 
the  communication  not  suitable  for  public:»tion  in  the  "  Transactions." 

70.  That  on  the  evening  of  the  day  of  meeting  of  the  Sectional  Council 
when  the  papers  for  the  next  meeting  have  been  decided  upon,  a  circular  be 
sent  to  each  contributor  by  the  Secretary  of  the  Section  informing  him  : — 

(1.)  That  he  is  expected  to  be  ready  or  else  take  his  place  at  the  bottom 

of  the  list. 
(2.)  That  he  must  have  an  abstract  ready  with  his  paper,  otherwise  he 

will  be  noted  in  the  published  proceedings  in  such  form  as  the 

Publication  Committee  think  fit. 

71.  The  General  Council  is  empowered  to  defray  the  expenses  in  whole  or 
in  part  of  any  illustrations  which  it  may  consider  advantageous  to  the  eluci- 
dation of  the  papers  published  by  the  Academy. 

72.  An  abstract  (prepared  by  the  author)  of  each  communication  made 
at  the  Academy,  along  with  a  report  of  the  discussions  thereon,  shall  be  fur- 
nished to  the  editors  of  such  medical  journals  as  may  desire  to  publish  them, 
and  the  authors  of  such  comnmnications  shall  be  empowered  to  publish  their 
papers  in  exteuso  in  any  periodical  or  periodicals  they  may  think  fit.  such 
communications  also  to  appear  in  the  "Transactions,"  provided  the  Council 
consider  them  worthy  of  insertion. 

Expulsion  of  Fellow  or  Member. 

73.  Expulsion  of  a  FelU)w  or  Member  can  take  place  only  at  a  General 
Meeting  <>f  the  Academy,  on  the  motion  of  the  Ci>uncil,  if  two-thirds  of  the 
MemlHjrs  present  shall  vote  for  the  same  by  ballot.  Of  such  ballot  the  Council 
must  give  at  least  fourteen  days*  notice  in  writing  to  every  F«llow  of  the 
Academy. 

AVir  Lawn. 

74.  New  Lawii,  or  alterations  in  existing  Law*,  can  be  propoied  ooly  at  the 
.Viinual  General  Meeting.  Any  Fellow  pro|)<)«in2  nuch  alteration  shall  irive 
notice  t«)  the  General  Seiretary  at  least  ten  days  before  the  General  Meeting 
in  October. 


K  E  P  O  R  T  . 

The  General  Council  reports  that  for  the  Session  1906-7 
the  number  of  Fellows  was  194,  of  Members  25,  and  of 
Student  Associates  3.  The  Fellows  decreased  by  8,  and 
the  Members  by  3. 

In  the  matter  of  finances  the  credit  balance  to  the 
Academy  in  the  National  Bank  stands  at  £155  12s.  7d., 
as  compared  with  £129  8s.  5d.  of  the  previous  Session. 
There  was  an  additional  item  of  exjjenditure  in  the  present 
Session  owing  to  the  erection  of  a  press  for  the  micro- 
scopes in  the  Royal  College  of  Surgeons  at  a  cost  of 
£16  158. 

The  Council  reports  with  satisfaction  that,  wliereas  five 
years  ago  there  was  an  over-draft  of  £81  due  to  the  bank, 
and  the  cost  of  the  volume  of  the  "  Transactions  "  for  the 
Session  was  paid  for  out  of  the  income  of  the  following 
Session,  the  Academy  has  now  £155  to  credit,  and  the 
cost  of  the  volume  of  "  Transactions  "  is  borne  by  the 
income  of  the  Session  for  which  it  is  published. 

The  attendances  at  the  Sectional  Meetings  during  the 
present  and  the  two  previous  Sessions  are  appended  :  — 

(a)  Medical 
[a)  Surgical 
(a)  Obstetrical 

(a)  Pathological 

(b)  Anatomy  and  Physiology 

(c)  State  Medicine 

Total  Fellows  -         509  549  503 

Total  Members  -  75  97  99 

Total  Visitors  -         113  — 


1906-7 

I905-6 

1904-5 

155 

185 

139 

102 

92 

134 

87 

86 

80 

104 

163 

104 

19 

14 

18 

42 

9 

28 

xxxvi  Report. 

Dr.  Conolly  Norman,  Vice-Pres.  R.C.P.I.,  Mr.  J. 
Lentaigne,  Yice-Pres.  R.C.S.,  and  Dr.  W.  E.  Dawson 
were  nominated  to  represent  the  Academy  at  the  Congress 
on  Psychiatry,  Neurology,  Psychology,  and  the  Nursing 
of  the  Insane,  held  in  Amsterdam  during  the  month  of 
September,  1907. 

The  President  and  Secretary  of  the  State  Medicine 
Section  were  appointed  to  serve  on  a  consultative  Com- 
mittee in  connection  with  the  Tuberculosis  Exhibition 
organised  by  the  Women's  National  Health  Association 
of  Ireland. 

The  Council  records  with  deep  regret  the  loss  the 
Academy  has  sustained  by  the  death  of  Professor  Edward 
Hallaran  Bennett,  who  was  President  of  the  Academy 
from  .1897  to  1900.  Dr.  Bennett  was  most  regular  in  his 
attendance  at  the  Sections  of  Surgery  and  Pathology, 
and  in  both  of  them  presented  many  valuable  contribu- 
tions. 
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Volmne  XXV.  of  the  "-Transactions"   haft  been  forwarded 
to  the  following: — 


IRELAND  :— 

Medical  Press  - 
National  Library 
Queen's  College 

Do. 

Do. 
Royal  College  of  Physicians 
Royal  College  of  Surgeons 
Royal  Irish  Academy    - 
Royal  Dublin  Society     - 
Royal  University 
Trinity  College 


Dublin. 

Do. 
Belfast. 
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TRANSACTIONS 

OF    THE 

ROYAL  ACADEMY  OF  MEDICINE  IN  ICELAND, 


SECTION    OF    MEDICINE. 


DIPHTHERITIC  FEVER. 


By  sir  JOHN  MOORE,  M.D.  Duel.  ;  F.R.C.P.I.,  D.Sc.  Oxon.; 
Physician  to  the  Meath  Hospital  and  County  Dublin  Infirmary. 

[Read  in  the  Section  of  Medicine,  December  6,  1907.] 

On  Friday,  May  24, 1907, 1  made  a  preliminary  oral  communica- 
tion to  the  First  General  Meeting  of  the  Association  of  Physicians 
of  Great  Britain  and  Ireland,  held  in  London,  on  a  remarkable 
outbreak  of  sore  throat  which  had  come  under  my  observation 
in  a  large  girls'  school  in  Dublin  during  the  previous  autumn. 
Bacteriological  examination  proved  the  outbreak  to  be  due 
to  an  infection  with  a  form  of  the  Klebs-Loffler  BaeiUus 
difhthericB.  The  resulting  illness  failed  to  present  the  typical 
features  of  classical  diphtheria — it  might  be  described  as 
"  Diphtheroid,"  and  I  have  ventured  to  call  it  "  Diphtheritic 
Fever." 

An  interesting  discussion  followed  my  statement,  and 
there  was  a  consensus  of  opinion  that  the  Klebs-Loffler 
bacillus  not  infrequently  produced  a  masked  or  larval  form 
of  diphtheritic  sore  throat  which  might  be  overlooked  owing 
to  the  failure  of  the  classical  symptoms  of  the  disease  to 
appear.  Several  speakers  in  the  discussion  laid  stress  on  the 
necessity  for  a  bacteriological  examination  in  cases  of  even 
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mild  sore  throat  with  a  view  to  accurate  diagnosis.  The 
persistence  of  the  infection  of  diphtheria  even  in  these  mild 
cases  was  emphasised  by  successive  speakers,  and  this  point 
was  illustrated  in  a  striking  manner  in  two  instances  connected 
with  the  outbreak  I  shall  now  describe. 

The  boarding  school,  in  which  the  epidemic  broke  out,  is 
situated  in  a  healthy  part  of  the  city,  and  much  trouble  and 
expense  have  been  incurred  in  putting  the  main  building 
and  adjoining  dormitories  into  a  sound  and  sanitary  condition. 
The  girls,  numbering  forty-three,  returned  to  the  school 
premises  towards  the  end  of  August,  1906,  and  the  health  of 
the  inmates  remained  good  until  the  beginning  of  October. 
On  the  27th  of  the  latter-named  month  I  wrote  the  following 
Report  for  the  information  of  the  School  Committee  : — 

"  Report  on  an   Epidemic  Sore  Throat. 

''October  27,    1906. 

"  I  have  to  report  the  prevalence  of  a  very  suspicious 
epidemic  sore  throat  in  the  school.  The  first  case  occurred 
in  the  person  of  Marion  K.  on  October  2nd.  She  had  visited 
friends  at  Bray  on  September  19th,  and  next  day  complained 
of  sickness,  and  her  digestion  was  completely  out  of  order. 
From  October  2nd  she  remained  feverish  for  some  four  days, 
and  her  tonsils  were  inflamed  and  enlarged.  She  was  isolated 
as  a  case  of  epidemic  tonsillitis.  On  Wednesday,  the  10th, 
Florence  L.,  aged  fourteen  and  a  half  years,  had  a  shght  sore 
throat  and  headache  ;  temperature  101°  ;  T  did  not  see  her. 

"  On  the  19th  two  similar  cases  developed.  These  were 
followed  by  five  more  cases  on  the  21st,  two  cases  on  the  22nd, 
one  on  the  24th,  one  on  the  25th,  and  one  on  the  26th — that 
is,  fourteen  attacks  in  all  up  to  the  present  date  (Saturday, 
October  27th). 

"  In  the  several  cases  the  symptoms  were  : — Cold  in  the 
head,  heavy  breath,   inflammation  and    enlargement  of  the 
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tonsils,  coated  tongue,  glandular  swelling  in  the  neck,  and  rash 
on  the  roof  of  the  mouth.  In  no  case  was  there  any  extensive 
exudation  or  false  membrane,  as  in  pronounced  diphtheria. 
On  Wednesday,  October  24th,  I  deemed  it  necessary  to  have 
a  bacteriological  examination.  Accordingly,  Dr.  William 
Boxwell,  Clinical  Assistant  and  Assistant  Pathologist  of  the 
Meath  Hospital,  visited  the  patients  with  me  and  took 
*  swabs '  from  the  tonsils  in  three  cases.  Dr.  Boxwell 
reports  to  me  to-day  that  cultures  made  in  the  Laboratory 
reveal  the  presence  of  an  attenuated  form  of  the  Bacillus 
diphtJierice.  His  opinion  is  confirmed  by  Professor  A.  H. 
White,  of  the  Koyal  College  of  Surgeons  in  Ireland. 

"  It  is,  therefore,  all  but  certain  that  the  attacks  of  illness 
in  the  several  cases  are  of  mild  diphtheria,  or  '  diphtheroid.' 
Accordingly,  this  afternoon  I  supplemented  the  disinfecting 
and  tonic  treatment,  on  which  all  the  patients  have  been 
since  the  first,  by  injections  of  2,000  to  4,000  units  of  anti- 
diphtheritic  serum  (antitoxin).    Dr.  Boxwell  kindly  assisted 

me  in  giving  the  injections. 

"John  W.  Moore,  M.D." 

The  following  was  Dr.  Boxwell's  Report : — 

"  Meath  Hospital  and  County  Dublin  Infirmary, 

"  Pathological  Laboratory,  October  26,  1906. 
"  At  the  request  of  Sir  John  Moore,  M.D.,  I  made  a  bacterio- 
logical examination  into  the  cause  of  an  outbreak  of  a  throat 

affection  among  the  inmates  of  the   School,  Dublin. 

The  infecting  organism  was  found  in  every  case  examined 
to  be  a  form  of  the  Bacillus  diphtheria,  and  it  was  recovered 
from  the  most  recent  case  almost  in  pure  culture. 
"  William  Boxwell, 
"  Assistant  Pathologist  to  the  Meath  Hos]->ital.'' 

From  October  2,  1906,  to  November  11th,  following, 
eighteen  out  of  a  total  of  forty-three  girls  in  the  school  were 
attacked — that  is,  41.9  per  cent.     There  were  five  distinct 
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outbreaks.  Tn  the  first,  one  girl  sickened  on  October  2nd  ; 
in  the  second,  one  girl  sickened  on  October  10th ;  in  the 
third,  nine  girls  sickened,  two  on  October  19th,  two  on 
October  21st,  two  on  the  22nd,  two  on  the  23rd,  and  one 
on  the  24th ;  in  the  fourth,  five  girls  were  attacked,  one 
on  October  28th,  two  on  October  29th,  one  on  November  1st, 
and  one  on  November  2nd ;  in  the  fifth,  three  girls  were 
seized,  one  on  November  7th  (for  the  second  time),  one  on 
November  8th,  and  one  on  November  11th.  After  this  last 
date  no  further  cases  occurred. 

The  notes  of  the  several  cases  have  been  thrown  into  the 
form  of  a  Table  as  under  : — 

Table  I. — First  Outbreak,  October- November,  1906. 


Name 

Ago 

Date  or 
Invasion 

Maxiniiini 
Temp. 

Additional 
Symptoms 

1     Marion  K. 

11 

Oct.     2 

101* 

4 
days 

Enlarged  and  in- 
flamed tonsils; 
much  discharge 
of  mucus  from 
nose  and 
mouth  ;  heavy 
breath  ;  cold  in 
head ;  sore  nose, 
with  tendency 
to  herpes; 
coated  tongue, 
which  desqua- 
mated ; [no  rash 
noticed] ;  swell- 
ing on  each 
side  of  net^k. 

2    Florence  L. 

14i 

Oct.    10 

2 
days 

Inllamed  tliroat. 
headache,  and 
temperature 
101". 

3    Evoleon  C. 

12 

Oct.    19 

100.8* 

6 
days 

Cold  in  the  head 
and  sore  nose  ; 
slight  rush  on 
face  and  chest  ; 
much  mucus 
discharge  from 
the  noso  and 
throat ;  e.x- 
treme  pallor. 
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1 

^ 

Name 

Age 

Date  of 
Invasion 

Miwimum 
Temp. 

Additional 
Symptoms 

4    Marjorie  B. 

14 

Oct.    19 

100. 6» 

5 

days 

Cold      in      the 
head ;        much 
headache; 
much     d  i  s- 
charge ;      faint 
rash    about    a 
week  after  the 
throat  started. 

5     Winifred  J. 

15 

Oct.   21 

102.8° 

7 
days 

Severe    cold    in 
the    head    and 
sore  nose ;  rash 
on      chest; 
herpes  on  face  ; 
much       mucus 
discharge  ;  t€m- 
perature  in 
morning  almost 
normal  ;     at 
night    100°    or 
101°.     On  Oct. 
27th     slight 
pain      in      the 
right  side. 

6     Emma  H. 

13 

Oct.   21 

99.0* 

11 

days 

Heavy    cold    in 
the  head  ;  sore 
nose  ;    rash  on 
chest        about 
five  days  after 
start. 

(Arabella  C. 

12 

Oct.   21 

Nor- 

— 

Slight    cold     in 

M 

mal 

the  head. 

(Arabella  C. 

12 

Nov,    7 

101.0* 

5 
days 

Seventeen    days 
after   the    firat 
attack    a    rash 
came     on     her 
chest,  &c..   ac- 
companied    by 
fever ;      but 
there   were   no 
throat     symp- 
toms. 

8     Annie  M. 

14 

Oct.   22 

101.4* 

5 
days 

Slight     cold     in 
the  head  ;  rash 
on      chest      at 
beginning       of 
disease  ;  severe 
headache      for 
the  first  twenty- 
four  hours. 
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Date  of 

Maximum 

rt  c  S 

^  -.  s 

Additional 

Xame 

Age 

I  uvasion 

Temp. 

!=  S  S 

Symiitoms 

9  Marjorie  J. 

13 

Oct.   22 

101.2' 

5 

days 

Cold       in       the 
head  ;  rash  on 
chest         about 
tliree  days  after 
start  ;         after 
three        weeks 
peeling   of   the 
hands  started. 

10     Fannie  C. 

14 

Oct^  23 

Sub- 
normal 
or  nor- 
mal 

Cold  in  the  head  ; 
slight    rash    at 
the  beginning. 

11     Ruby  M. 

10 

Oct.   24 

99.8' 

2 
days 

Slight  cold  in  the 
head  ;    rash  at 
the  beginning  ; 
after    three 
weeks     peeling 
of  the  hands. 

12     Bessie  F. 

16 

Oct.   28 

102.0° 

Temp. 

still 
up  on 

Oct. 
31 

Slight     cold     in 
the    head    and 
rash ;          false 
membrane     on 
throat. 

13     Elsie  D. 

17 

Oct.   29 

100.0° 

3 

days 

Slight     cold     in 
head ;     loss    of 
voice,    showing 
that  the  larynx 
and    the    vocal 
cords           were 
affected  ;  head- 
ache ;          faint 
rash    on    chest 
after         about 
live  days. 

14    Cracic  R. 

15 

Oct.   29 

101.1* 

4 
dayB 

Slight     cold     in 
the  head  ;  rash 
on    chest   after 
about  six  days. 

15     Muriel  T. 

17 

Nov.     1 

101. r 

7 
dajrs 

Slight    cold    in 
the  head. 

IG     Beatrice  A. 

16 

Nov.    2 

102.4« 

5 
days 

Slight     cold     in 
the  head  ;  false 
nicMtbrano     on 
the  throat. 
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^ 

Name 

Age 

Date  of 
Invasion 

Maximum 
Temp. 

5|S 

Additional 
SymiJtoms 

17  EUeen  G. 

15 

Nov.     8 

101.1' 

4 

days 

Slight    cold    in 
the    bead    and 
headache; 
when    recover- 
ing,     swellings 
and     pains     of 
the  joints  were 
present. 

18     Florence  0. 

16 

Nov.  11 

102.0* 

3 

A     very     mild 
attack. 

Only  in  one  case  was  there  slight  albuminuria. 

Allusion  should  be  made  to  two  instructive  sequels  to  this 
epidemic. 

The  first  is  the  fact  that  diphtheria  was  carried  home  to  the 
country  in  two  instances  by  the  girls  when,  nearly  two  months 
after  their  illness,  the  school  broke  up  for  the  Christmas 
holidays. 

The  second  is  the  fact  that  nearly  twelve  months  afterwards 
a  little  epidemic  of  a  precisely  similar  nature  occurred  in  the 
school.  On  September  30,  1907,  I  was  sent  for  to  see  three 
cases  of  sore  throat  in  the  school,  and  found  the  patients 
moderately  feverish,  with  swollen  tonsils,  enlarged  cervical 
glands,  but  little  or  no  exudation.  Without  a  moment's 
delay  swabs  were  taken  and  submitted  to  Dr.  Boxwell  for 
bacteriological  examination,  and — not  waiting  for  his  report — 
I  there  and  then  injected  a  medium  dose  of  antitoxin  (2,000 
units,  Behring)  in  each  case.  The  result  of  the  bacteriological 
examination  made  on  Tuesday,  October  1st,  was  to  find 
the  milder  form  of  the  diphtheria  bacillus  present  in  con- 
siderable quantities  in  two  of  the  three  cases.  In  the 
third  case — chnically  the  most  severe — Dr.  Boxwell  failed  to 
find  it. 
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The  patients  all  did  well,  but  on  October  15th  I  had  a 
further  report  from  Dr.  Boxwell  to  this  effect : — 

"  The  results  of  the  swabs  you  asked  me  to  make  are 
as  follow : — 

"  Case  No.  1. — No  growth.  Case  No.  2. — Cocci  only. 
Case  No.  3. — Klebs-L5fHer  still  pretty  plentiful." 

Cases  1  and  2  were  permitted  to  return  to  their  studies, 
but  Case  3  was  kept  isolated  until  Monday,  November  4th, 
after  Dr.  Boxwell  had  reported  that  he  had  made  another — 
the  third — culture  from  a  swab  of  the  patient's  throat,  and 
that  on  this  occasion  the  most  careful  examination  had  failed 
to  show  diphtheria  bacilli. 

The  facts  relating  to  these  three  cases  are  embodied  in 
Table  II. 


Table  1\.— Second  Slight  Outbreak  during  October,  1907. 


Xanio 

Ase 

liateol 
Invasion 

Maximum 
'Jemp. 

1   ■M    b 

eS  O  aj 

S  S  4> 

Additional 
Symptoms 

1     Violet  H. 

14 

Sept.  30 

Nor- 
mal 

— 

Partial    loss    of 
voice,  succeeded 
by  cough. 

2    Eileen  K. 

13 

Sept.  30 

Nor- 
mal 

The  infection  re- 
mained for 
over  a  month  ; 
the  soreness  of 
throat  was  fol- 
lowed by  a 
cough. 

3    Lucy  E. 

13 

Sept.  30 

101.4' 

3 

days 

Inflammation  of 
tho  throat  was 
more  pronoun- 
cod,  and  was 
accomjianiedby 
a  troublesome 
cough. 

Note. — 1.  All  patients  wore  recent  residents  in  Dublin. 

2.  No  appreciable  cold  in  the  head  was  jircscnt  in  any  of  tho 
three  ;  no  rash  on  the  roof  of  the  mouth  or  over  the  chetit 
was  ])rescnt. 
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While  the  earlier  epidemic  was  in  progress— in  October, 
1906 — I  told  Dr.  Richard  Hayes,  Physician  to  Steevens' 
Hospital,  of  the  outbreak.  He  informed  me  that  he  was 
familiar  with  similar  cases  in  the  practice  of  that  hospital, 
and  that  he  had  recently  observed  an  epidemic  tendency  of 
the  kind.  That  there  was  such  a  tendency  in  Dublin  at 
the  time  would  appear  from  the  following  : — 

On  Saturday,  November  3,  1906,  I  was  called  to  see  the 
Lady  Superintendent  of  St.  Patrick's  Nurses'  Home,  St. 
Stephen's  Green,  Dublin.  She  gave  me  this  history  of  her 
illness  : — 

On  October  28th  she  was  attacked  with  a  cold  in  the  head 
and  slight  sore  throat.  On  the  30th  these  symptoms  con- 
tinued, with  loss  of  voice.  She  felt  feverish,  but  her  tem- 
perature was  not  taken.  On  the  morning  of  November  3rd 
the  patient  awoke  with  violent  pain  in  her  right  shoulder, 
the  back  of  her  neck  and  behind  the  right  ear. 

Regarding  the  attack  as  neuralgic  or  rheumatic,  I  prescribed 
cachets  containing  in  each  10  grains  of  aspirin  and  one  grain 
of  caffein — one  cachet  to  be  swallowed  with  water  thrice 
daily.  She  was  also  ordered  to  take  a  soothing  draught  of 
5  grains  of  phenazone  and  5  minims  of  tincture  of  gelsemium 
in  chloroform  water  as  required. 

On  November  8th  the  pain  in  the  neck  was  better.  From 
the  Oth  she  had  been  taking  "  anticatarrhal  pills,"  composed 
as  follows  : — 

^.  Quininae  Sulphatis,  gr.  18 ; 
Liquoris  Arsenicalis,  min.  xii ; 
Liquoris  Atropinso  Sulphatis,  minimum ; 
Pulveris  Acaciae,  grana  20 ; 
Extracti  Gentiana?,  q.s. 
ut  fiant  pilula)  xii. 

Signa :  One  twice  or  thrice  daily  after  food. 

On  November  10th  the  note  was  that  pains  in  the  tliighs 
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and  back  were  felt  every  night,  though  they  disappeared 
during  the  daytime.  On  this  day  the  patient  left  town  for 
change  of  air. 

On  November  15th,  signs  of  right  facial  paralysis  showed 
themselves,  and  when  I  visited  the  patient  next  day  the 
clinical  picture  of  "  Bell's  palsy  "  was  complete. 

November  20. — Facial  paralysis  still  marked.  Pains  in  the 
thighs  continue.  Slight  paralysis  in  the  fingers  and  com- 
mencing wasting  of  the  balls  of  the  thumbs. 

December  10. — Facial  palsy  and  pains  in  the  thighs  are 
much  less,  but  the  patient  experiences  a  difficulty  in  writing 
or  sewing.  She  left  for  her  home  in  England  shortly 
before  Christmas,  but  was  good  enough  to  send  me  the  sub- 
joined notes  of  the  subsequent  progress  of  what  was  clearly 
a  case  of  toxic  peripheral  neuritis. 

December  28. — Signs  of]  paralysis  in  the  legs,  with  pains 
in  the  calves  and  loss  of  feeling  in  the  feet. 

January  9,  1907. — Discovered  wasting  of  the  calves  of  the 
legs  and  of  the  balls  of  the^thumbs.     Absence  of  knee-jerks. 

March  12. — Since  January  there  has  been  a  gradual  im- 
provement. The  hands  have  completely  recovered.  The 
facial  palsy  also  has  almost  disappeared,  save  for  a  slight 
paralysis  on  the  right  side  of  the  mouth.  The  muscles  of 
the  arms  and  legs  are  developing  to  their  normal  size,  but  the 
toes  are  still  partially  paralysed. 

Under  date  September  5,  1907,  this  lady  wrote  to  me  as 
follows  : — 

"  1  was  very  careful  to  carry  out  your  instructions,  and 
spent  July  in  London  resting  hard.  I  used  to  sit  in  Regent's 
Park  for  whole  afternoons,  and  was  very  careful  to  drive 
rather  than  walk  whenever  I  could.  By  the  last  week  in  July 
T  was  quite  able  to  enjoy  a  little  walking,  and— after  consult- 
ing my  sister's  medical  man — a  goo  1  swim  every  morning. 
I  went  down  to  Folkestone  for  four  weeks,  and  rapidly  got 
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quite  well.     It  is  perfectly  splendid  to  be  able  to  walk  about 
in  the  old  way  and  to  work  properly  without  any  hindrance . 

.  .  .  There  is  a  '  Sugar  Loaf  Hill '  at  Folkestone,  which 
I  climbed  several  times,  but  it  is  only  600  feet  above  the  sea 
level." 

Can  there  be  any  doubt  from  the  foregoing  history  that 
this  case  was  one  of  toxic  peripheral  neuritis  ?  The  onset  of 
the  lady's  illness  corresponds  closely  with  that  of  the  cases 
which  I  have  ventured  to  describe  under  the  name  of  diph- 
theritic fever.  I  regret  that  in  the  absence  of  a  bacteriological 
examination  such  a  diagnosis  cannot  be  confirmed  ;  but  the 
features  of  the  peripheral  neuritis  were  the  exact  counterpart 
of  those  observed  by  me  many  years  ago  in  a  case  of  undoubted 
diphtheria. 

It  has  been  mentioned  above  that  in  the  second  (1907) 
epidemic.  Dr.  Boxwell  failed  to  find  the  diphtheria  bacillus 
in  the  case  of  the  patient  whose  attack  was  clinically  the  most 
severe.  This  puzzled  both  him  and  me.  But  in  a  thoughtful 
and  suggestive  paper  by  Dr.  J.  Marshall  Day,  the  Medical 
Superintendent  of  Cork  Street  Fever  Hospital,  published  in  the 
"Dublin  Journal  of  Medical  Science  "'  for  October,  1907  (Vol. 
cxxiv.,  p.  254),  I  find  a  vaUd  explanation.  Having  adopted 
a  systematic  bacteriological  examination  of  the  throat  in 
scarlatina  for  the  diphtheria  bacillus  he  found  that  in  cases, 
in  which  a  severe  ulcerated  throat  was  present,  the  report 
was  often  negative — the  streptococci  and  staphylococci  were  so 
numerous  that  they  crowded  out,  as  it  were,  the  Klebs- 
Loffler  bacilli — a  fact  well  known  in  true  diphtheria. 

In  conclusion  may  I  recall  the  symptoms  which  by  their 
more  or  less  constant  presence  make  up  the  clinical  syndrome 
of  diphtheritic  fever.     They  are  : — 

1.  A  more  or  less  severe  coryza. 

2.  A  moderate  tonsillitis,  usually  one-sided,  and  unattended 

by  high  fever  or  by  much  exudation. 
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3.  Thickly   coated   tongue   and   foul   breath,    the    tongue 

desquamating  as  in  scarlatina. 

4.  A  patchy  or  punctate  rash  on  the  roof  of  the  mouth 

and  buccal  mucous  membrane. 

5.  Swelling  of  the  cervical  lymphatic  glands. 

6.  A  roseolar  rash  on  the  skin  (in  12  out  of  18  cases — in 

•1  cases  early  in  the  attack  ;  in  8  cases  on  the  fifth 
to  the  seventh  day  from  the  first  symptoms,  or 
invasion). 

7.  Distinct     desquamation  (in  3  cases),  the  peeling  being 

particularly  marked  on  the  hands. 


Dr.  Kirkpatrick  said  that  sometimes  ten  or  eleven  recruits 
came  into  Steevens'  Hospital  in  one  day  from  the  Constabulary^ 
Depot  complaining  of  symptoms  resembling  those  described 
by  Sir  John  Moore.  They  usually  got  well  in  a  short  time. 
In  no  case  had  there  been  any  suspicion  of  membrane,  and 
bacteriological  examination  showed  no  trace  of  the  diphtheria 
bacillus  in  many  cases.  The  organism  in  the  majority  of  cases 
was  some  form  of  coccus.  The  condition  was  looked  upon  as 
an  epidemic  catarrh,  and  in  no  case  had  been  seen  the  roseolar 
rash  or  the  cervical  glands  materially  enlarged. 

Dr.  Burgess  said  the  recruits  mentioned  by  Dr.  Kirkpatrick 
were  brought  up  froni  the  coiuitry,  and  were  not  used  to  the 
ordinary  liygieiic.  They  were  put  on  swimming  lessons,  and 
kept  in  the  water  for  half  an  hour  or  more.  This  chilled  them, 
and  they  complained  of  sore  throats. 

Dr.  Day  said  it  was  not  necessary  to  have  a  membrane  to 
diagnosticate  diphtheria.  He  had  pointed  out  in  a  paper  some  years 
Ago  that  cases  having  soft  tonsils,  coated  tongue,  and  enlarged 
glands  had  given  the  diphtheria  bacillus  on  a  swab.  Diphtheria 
was  much  commoner  in  the  city  than  people  supposed,  and  there 
were  two  main  predisposing  causes — bad  teeth  and  constipation. 
The  latter  would  explain  the  outbreak  after  the  holidays.  He 
thought  the  only  way  to  get  people  free  from  the  diphtheria 
bacillus  was  to  give  them  change  of  air  and  occasional  injectionfl 
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of  say  5,000  units  of  antitoxin  prior  to  discharge  from  hospital. 
Since  the  antitoxin  treatment  had  come  in,  paralysis  had  been 
postponed.  It  was  necessary  to  swab  cases  before  applying 
any  antiseptic  treatment  to  the  throat,  and  it  was  also  more 
advisable  to  touch  the  red  injected  parts  than  to  swab  whatever 
membrane  was  seen.  If  there  was  nasal  discharge  it  was  pre- 
ferable to  swab  it  than  the  throat. 

Professor  White  said  it  was  well  to  remember  that  the 
diphtheria  bacilli  were  exceedingly  susceptible  to  desiccation  ; 
they  died  more  quickly  than  any  organism  of  the  same  degree 
of  virulence  that  he  knew.  Hence,  in  most  cases  that  were 
swabbed  in  the  membrane,  it  was  possible  that  they  got  little 
away  except  some  dry  necrotic  material  which  might  contain 
bacilli  alive  and  capable  of  reproducing  themselves,  but  which 
would  have  died  in  a  few  hours  because  there  Avas  probably  no 
moisture  put  in  the  swab.  That  might  be  the  explanation  of 
negative  results  of  swabs  taken  from  cases  of  severe  diphtheria. 

Dr.  Boxwell  said  he  would  like  to  exonerate  Sir  John  Moore 
and  Professor  White  for  the  use  of  the  word  "  attenuated  "  in 
his  report.  It  was  he,  Dr.  Boxwell,  who  had  used  it  simply  to 
describe  a  type  of  organism  which  he  had  often  found  in  mild 
cases  of  sore  throat.  It  was  somewhat  smaller  than  the  typical 
bacillus,  and  in  appearance  like  what  was  described  as 
Hoffmann's  bacillus.  Not  knowing  whether  it  was  the  real 
diphtheria  organism  or  not,  he  had  called  it  an  attenuated 
form. 

Professor  White  said  it  appeared  that  there  was  some  doubt 
as  to  whether  the  bacilli  in  the  cases  were  diphtheria  bacilli  or 
not.  There  was  no  doubt  whatever  that  some  of  the  cases  were 
due  to  the  true  diphtheria  bacillus.  The  bacillus  varied  ex- 
tremely, and  he  confessed  to  a  difliculty  in  distinguishing  between 
the  form  spoken  of  as  Hofltmann's  and  the  shorter  forms  of  the 
diphtheria  bacillus. 

The  Chairman  instanced  an  outbreak  at  a  school  in  which 
definite  membrane  appeared  in  some  cases.  It  was  pronounced 
to  be  undoubted  diphtheria,  one  boy  admitted  having  had  a 
slight  sore  throat  at  home  dming  the  preceding  holidays.  On 
examination,  diphtheria  bacilli  were  isolated.  His  own  practice 
was  to  have  a  cultm-e  made  in  cases  of  follicular  tonsiUitis.     He 
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would  like  to  know  if,  in  any  of  the  cases  which  developed  in 
the  country  afterwards,  there  was  a  bacteriological  examination. 
Sir  John  Moore,  in  reply,  said  that  constipation  was  very 
prevalent  at  the  time  of  the  outbreak  of  diphtheria.  The  toilet 
of  the  mouth  was  carefully  attended  to  from  the  outset.  He 
had  foimd  quinine  to  be  a  powerful  disinfectant  of  the  mouth. 
In  nearly  all  cases  the  rash  appeared  before  the  anti-toxin  was 
injected.  Although  Dr.  Boxwell  had  used  the  term  "  attenuated," 
he  submitted  that  the  country  cases  which  followed  were  per- 
fectly conclusive  as  to  the  infecting  organism  from  a  clinical 
standpoint.  He  could  not  say  whether  there  had  been  a 
bacteriological  examination   into  them. 


EYE-STEAIN. 
By  T.  PERCY  C.  KIRKPATRICK,  M.D.,  F.R.C.P.T. ; 

Physician  to  Dr.  Steevens'  Hospital. 
[Read  in  the  Section  of  Medicine,  December  C,  1907.] 

With  the  appearance  in  1864  of  the  great  work  of 
Bonders  "  On  the  Anomalies  of  Accommodation  and  Re- 
fraction of  the  Eye  "  scientific  ophthalmology  may  be  said 
to  have  had  its  birth.  In  the  "  Philosophical  Transac- 
tions "  of  1793  Dr.  Thomas  Young  had  described  the  con- 
dition of  astigmatism,  but  his  work  does  not  appear  to 
have  had  much  effect  on  the  practice  of  ophthalmologists 
till  the  whole  subject  of  abnormal  refraction  was  placed 
■on  a  sure  and  scientific  basis  by  the  work  of  Bonders. 
The  evil  effects  which  follow  from  the  excessive  fatigue 
due  to  the  excessive  action  of  the  ocular  muscles  in  cases 
of  abnormal  refraction  of  the  eye  were  clearly  pointed  out 
by  Bonders,  so  far  as  they  affect  vision,  but  it  was  not  till 
some  years  later — 1874 — that  "Weir-Mitchell,  of  Phila- 
delphia, suggested  that  the  evil  effects  of  this  ocular 
fatigue,  or  eye-strain,  were  of  much  wider  distribution. 
Since  the  appearance  of  Weir-Mitchell's  paper  many 
writers  have  treated  of  this  subject,  and  recently  it 
has  been  brought  prominently  before  the  profession 
in  a  series  of  publications  by  Dr.  George  M.  Gould,  under 
the  title  of  "  Biographic  Clinics."  In  spite  of  the  amount 
of  work  which  has  already  been  done  it  is  quite  evident 
that  physicians  are  not  yet  satisfied  as  to  the  position 
which  eye-strain  is  to  ultimately  assume  among  the  recog- 
nised causes  of  disease. 

Buring  the  past  few  years  I  have  devoted  considerable 
Attention  to  this  question,  and  I  bring  the  results  of  my 
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observations  heforo  the  Aoadeniy  not  because  I  believe 
they  contain  anything  new,  but  in  the  hope  that  from 
the  criticism  of  my  fellow-members  my  deductions  may 
be  corrected  or  amplified. 

There  is  one  great  group  of  diseases  which  does  not 
appear  to  me  to  have  taken  an  adequate  share  in  the  great 
advance  which  has  characterised  the  history  of  medicine, 
both  preventive  and  curative,  in  the  latter  half  of  the 
nineteenth  century.  I  refer  to  those  diseases  known 
vaguely  under  the  generic  title  of  the  "  functional 
neuroses." 

Much  has  been  done,  no  doubt,  by  the  gynaecologist,  the 

rhinologist,  the  aural   surgeon,   and   the   dentist   for  the 

treatment  of  conditions  formerly  classified  in  this  group : 

but  in  spite  of  this  the  number  of  persons  affected  appears 

to  Tiecome  greater  year  by  year.     It  has  been  customary 

to  give  as   an   ex])lanation   of   this  the  stress   of  modern 

civilisation,    and    the   survival    of    the    unfit    which   has 

followed  the  great  progress  of  Preventive  Medicine.    Both 

factors  have  probably  contributed  to  the  resiilt,  but  so  far 

from  allowing  this  to  paralyse  our  efforts  to  prevent  and 

to  relieve  the  suffering  caused  by  the  functional  neuroses, 

it  should,  I  maintain,  stimulate  us  to  greater  efforts  to 

complete  the  triumph  of  medicine  by  making  efficient  and 

happy  citizens  of  those  whom   the  success  of  Preventiv»< 

Medicinf  has  sp;u(Ml  tn  the  State.     My  observations  on  a 

numl>er  of  patients   have  led  me  to  believe  that   in  the 

recognition  and   removal   of  eye-strain    we   have   a    very 

valuable  means  of  reducing  consideral)ly  the  number  of 

persons    who    suller    and    have    thiMi-    efficiency    greatly 

imj)aired    by    various    disabilities    at    jiresent    known    as 

functional.     It  is  not  possible  for  me  to  go  into  details  of 

all  the  condifions  and  disabilities  which  may  result  from 

eye-strain.      I    sIkiII    iikmcIv.   bv   the    record    of   some    few 
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cases,  endeavour  to  establish  the  general  principle  that 
it  is  the  duty  of  the  physician  to  look  for  and  correct  any 
abnormality  of  the  eyes  in  every  case  of  disease  which 
does  not  readily  and  completely  yield  to  treatment  by 
other  means.  That  this  princijjle  is  not  recognised  at 
present,  or,  if  recognised,  not  always  acted  upon,  I  have 
had  ample  evidence,  although  it  does  not  appear  to  be  in 
the  least  unreasonable.  There  are,  I  believe,  few  physi- 
cians who  would  not  consider  it  a  grave  neglect  to  omit 
examination  and,  if  necessary,  treatment  of  the  teeth  in 
such  cases.  Although  many  persons  have  diseased  and 
unhealthy  teeth  without  appearing  to  suffer  from  them, 
still  the  importance  of  removing  that  source  of  irritation 
and  infection  in  every  patient  is  fully  recognised. 
Though  this  be  so,  it  has  been  seriously  urged  against  the 
adoption  of  the  principle  I  have  advocated  that  many 
persons  with  considerable  refraction  errors  do  not  suffer 
in  the  least  from  the  condition,  and  in  others  who  do 
suffer  the  correction  of  the  error  brings  no  relief.  To 
submit  a  patient  to  such  a  serious  o])eration  as  the  re- 
moval of  the  Gasserian  ganglion  for  trigeminal  neuralgia 
without  first  ascertaining  that  there  is  no  ocular  defect, 
or  the  result  of  its  correction  if  present,  appears  to  me 
to  be  quite  as  bad  treatment  as  to  am])\itate  his  leg  f(U'  a 
tumour  without  satisfying  oneself  that  the  condition  was 
not  due  to  syphilis  rather  than  cancer.  Before  proceed- 
ing to  deal  in  detail  with  the  cases  I  should  like  to  insist 
on  the  necessity  of  making  the  examination  of  the  eyes 
thorough,  and  correcting  as  far  as  possible  any  abnor- 
mality that  may  be  found  to  be  present.  This  should  be 
conscientiously  done  before  any  opinion  is  expressed  as  to 
the  possibility  or  not  of  the  abnormality  present  causing 
the  symptoms.  I  know  it  is  the  practice  of  some  ophthal- 
mologists to  neglect  minor  refractive  errors  provided  the 
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patient's  vision  is  fairly  good,  and  to  assert  that  the  error 
is  so  small  that  it  cannot  be  looked  on  as  a  cause  of  severe 
symptoms.  Such  a  position  is  not  warranted,  and  every 
source  of  eye-strain  should  be  removed  before  one  asserts 
that  the  symptoms  complained  of  are  not  due  to  it.  Some 
writers  have  found  that  slight  errors  are  more  potent  in 
the  causation  of  symptoms  than  those  of  a  more  aggra- 
vated degree.  This  is  quite  intelligible  when  we  remem- 
ber that  slight  errors  will  probably  interfere  only  to  a 
very  slight  degree  with  vision,  and  consequently  the  eyes 
may  be  subjected  to  prolonged  periods  of  strain  without 
the  patient  being  aware  of  the  fact.  It  is  remarkable 
how  often  such  patients  will  resent  the  suggestion  that 
their  eyes  are  at  fault,  asserting  that  they  can  see  per- 
fectly well,  although  on  trial  they  at  once  feel  the  benefit 
of  suitable  glasses.  This  has  been  my  experience  with 
several  patients. 

The  first  condition  of  which  I  wish  to  speak  is  the 
group  of  symptoms  known  as  migraine  or  hemicrania. 
Migraine  forms  such  a  well-defined  and  easily-recognised 
clinical  entity,  and  is  so  common,  that  it  is  unnecessary 
for  me  even  to  enumerate  its  symptoms.  The  time  at  my 
disposal  would  be  (^uite  insufficient  were  I  lo  endeavour 
iO  enum?rate  the  various  hypotheses  as  to  its  causation 
and  the  methods  which  have  been  recommended  for  its 
cure.  Suffice  it  to  say  that  none  of  these  hypotheses  satis- 
factorily explain  the  condition,  and  most  of  us  will  agree 
with  Osier's  remark  "  that  in  a  very  largo  proportion  of 
the  cases  the  headaches  recur  in  spite  of  all  we  can  do." 
It  has  long  been  recognised  that  various  functional 
disturbances  of  vision  form  a  prominent  symptom  in 
migraine,  and  it  has  been  recently  demonstrated  that  a 
largo  numl)or  of  i)aiionts  thus  affected  have  some  abnor- 
mality of  refraction  or  muscle  balance  of  the  eyes.     It 
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has  also  been  shown  that  many  cases  of  migraine  are 
immediately  and  permanently  cured  by  the  correction  of 
such  abnormality.  I  am  not  aware  that  anyone  has  as 
3'et  published  statistical  tables  of  a  large  series  of  cases 
in  order  to  enable  us  to  estimate  whether  in  all  or  in  what 
percentage  of  patients  with  migraine  ocular  abnormali- 
ties have  been  found,  and  the  results  that  have  followed 
the  correction  of  such  abnormalities ;  but  a  sufficient 
number  of  cases  have  now  been  published  where  some 
abnormality  has  been  found  and  the  patient  cured  by  its 
correction  to  make  it  clearly  our  duty  to  look  for  such 
abnormality  in  every  case  of  migraine.  The  compilation 
of  such  a  table  would,  I  believe,  be  an  important  and  use- 
ful contribution  to  the  work  of  our  Dublin  School  of 
Medicine.  The  following  case  well  illustrators  the  con- 
nection between  eye-strain  and  migraine  :  — - 

Case  I. — A  young  man,  aged  about  twenty-four  years,  came  to 
mo  complaining  of  well-marked  migraine.  He  was  a  clerk  by 
occupation,  a  teetotaller  and  a  non-smoker.  On  physical 
examination  he  appeared  to  be  perfectly  sound,  and  there  was 
no  family  history  of  nervous  disease.  His  eyesight  was  quite 
good,  and  between  his  migrainous  attacks  he  was  quite  healthy. 
He  stated  that  he  had  been  subject  to  attacks  of  severe  sick 
headache  since  childhood.  These  attacks  came  on  quite  suddenly, 
usually  beginning  with  the  feeling  that  the  objects  about  him 
were  moving  from  side  to  side.  These  ocular  symptoms  were 
soon  followed  by  violent  headache,  and  after  some  time  he 
vomited.  He  was  usually  quite  well  again  in  from  three  to  five 
hours  after  the  attacks  began.  These  attacks  came  at  irregular 
intervals,  sometimes  two  or  three  in  a  week,  and  sometimes  there 
would  be  an  interval  between  them  of  two  months.  Ho  was 
unable  to  account  for  the  attacks  by  anything  in  his  mode  of 
life  or  diet,  and  often  they  came  on  when  he  was  feeUng  parti- 
cularly fit.  He  had  been  treated  by  many  drugs  prescribed  by 
different  physicians,  but  from  none  had  he  received  any  permanent 
benefit.     I  recommended  him  to  have  his  eyes  examined,  and 
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he  consulted  an  oculist  in  town,  who  subsequently  told  me  that 
the  patient  had  .25  diopters  of  myopic  astigmatism,  and,  although 
he  considered  the  error  to  be  too  small  to  cause  the  symptoms, 
he  had  ordered  correcting  glasses.  My  patient  got  the  glasses 
and  used  them  regularly,  but  in  about  a  month  came  back  to  say 
that,  so  far  from  being  improved,  the  migraine  attacks  were  more 
frequent  than  they  had  ever  been  before.  I  advised  him  to 
return  to  his  oculist  and  ask  if  there  was  any  further  correction 
or  any  change  to  be  made  in  the  glasses.  The  oculist  reported 
that  the  glasses  were  porft'ctly  correct,  advised  a  further  trial 
of  them,  and,  though  he  did  not  say  so,  suggested  that  the  rcult 
was  just  what  he  had  expected.  My  patient  found  that  the 
glasses  appeared  to  make  his  migraine  worse  the  longer  he  per- 
sisted in  using  them,  and  eventually  decided  to  get  further  advice. 
The  next  oculist  he  consulted  recognised  the  presence  of  faulty 
muscle  balance,  which  he  said  was  probably  of  more  significance 
than  the  astigmatism,  and  ordered  glasses  for  its  correction. 
For  a  year  after  using  these  glasses  my  patient  was  quite  free  from 
all  migraine — a  longer  period  of  freedom  than  he  had  known 
since  the  attacks  first  started.  He  then  had  one  slight  attack,  not 
accompanied  with  vomiting,  after  which  he  again  had  some 
slight  change  in  the  glasses,  and  since  then  has  been  quite  free 
from  all  signs  of  the  disease.  It  would  not,  of  course,  bp  right  to 
draw  any  definite  conclusions  as  to  the  causation  of  migraine 
from  this  one  patient's  experience,  but  this,  at  all  events,  is  clear, 
that  in  his  case  the  correction  of  the  eye-strain  was  the  only  method 
of  treatment  attended  with  any  success.  The  case  also  shows 
the  great  importance  of  a  careful  and  thorough  examination  of  the 
eyes  before  we  can  conclude  that  they  are  not  concerned  in  the 
production  of  the  symptoms  complained  of.  I  now  believe  that 
the  oculist  the  patient  first  consulted  was  right  in  so  far  that  the 
astigmatism  had  little  if  anything  to  say  to  the  migraine,  but  he 
missed  what,  in  my  opinion,  was  the  essential  feature  of  the  case — 
the  faulty  muscle  balance — and  had  not  the  patient  sought 
further  advice  he  would,  in  all  probability,  still  be  suffering 
from  his  periodic  attacks  of  migraine. 

I  do   not   wish    to   be  understood   as   maintaining  that 
migraine  is  always  the  result  of  eye-strain.     The  iufor- 
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mation  at  my  disposal  does  not  warrant  me  in  doing  so. 
But  I  do  maintain  that  the  connection  has  now  been  so 
frequently  established  that  it  is  one  of  our  first  duties  in 
every  case  of  the  disease  to  see  that  all  sources  of  eye- 
strain have  been  removed,  and  not  to  be  satisfied  with 
any  incomplete  examination  of  the  eyes  or  protestations 
of  the  patient  as  to  the  excellence  of  their  vision. 

The  connection  between  eye-strain  and  headaches — the 
so-called  neuralgia — is  now  so  well  established  that  it 
appears  almost  unnecessary  to  dwell  upon  it  here.  I  have 
found,  however,  that  in  spite  of  this  knowledge  many 
physicians,  when  dealing  with  cases  of  headache,  do  not 
insist  on  an  examination  of  the  eyes  unless  there  is 
obvious  defect  in  vision,  and,  further,  that  many  oculists 
do  not  consider  it  necessary  to  correct  slight  refractive 
errors  provided  the  vision  is  good.  There  are,  of  course, 
many  patients  who  will  not  bear  complete  correction  of 
refractive  errors,  at  all  events  at  the  start,  but  there  are 
others  who  do  not  resent  the  glasses,  though  they  do  not 
find  that  their  vision  is  improved  by  them,  and  many  such 
patients  are  left  uncorrected. 

As  an  example  of  this  I  give  you  the  history  of  the 
following  case :  — 

Case  U. — A  young  woman,  of  about  twenty- two  years  of  age, 
consulted  me  at  the  out-patient  department  of  Steevens'  Hospital 
some  seven  years  ago,  complaining  of  severe  recurrent  headaches. 
I  examined  her  carefully,  and  made  a  note  in  the  register — "  Com- 
plaining of  headaches,  but  I  can  find  nothing  else  wTong  with  her." 
I  treated  this  patient  with  purgatives  and  tonics  for  some  time, 
but  with  no  evident  improvement,  and  the  patient  disappeared, 
as  I  supposed,  to  seek  treatment  elsewhere.  Some  three  months 
ago  she  again  came  to  my  dispensary,  and  told  me  she  had  been 
in  America  in  the  interval ;  she  was  now  complaining  of  some 
slight  dyspepsia.  On  looking  her  name  up  in  the  book,  and  seeing 
my  previous  note  1  at  once  asked  about  the  headaches,  and  she 
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replied  that  while  in  America  she  had  sought  advice  for  her 
headaches,  and  had  been  ordered  glasses,  and  since  wearing  them 
the  headaches  had  completely  disappeared.  I  greatly  fear  that 
there  are  only  too  many  other  patients  whom  I  have  left  to  sufior  in 
a  similar  way  from  not  having  recognised  the  necessity  of  seeking 
the  aid  of  the  oculist. 

The  following  instructive  case  also  illustrates  the 
benefit  of  treating  eye-strain  and  the  difficulty  one  some- 
times encounters:  — 

Case  III. — Fome  eighteen  months  ago  I  was  called  in  a  hurry 
to  see  a  gentleman  in  town  by  his  partner  in  business,  who 
informed  me  that  he  beheved  that  the  patient  was  going  ofE  his 
head,  and  that  he  had  made  remarks  which  suggested  that  he 
contemplated  suicide.  As  the  usual  medical  attendant  was  out 
of  town  I  was  asked  to  see  the  patient,  with  a  view  to  getting  him 
into  hospital.  I  found  the  patient  in  a  very  restless  and  excited 
state,  complaining  of  very  severe  headache,  and  saying  that  at 
tifiies  he  felt  quite  unable  to  control  his  actions.  I  had  him  at 
once  removed  to  a  private  hospital,  ordered  complete  rest  and 
a  fuU  dose  of  bromides.  During  the  next  two  or  three  days  his 
condition  improved  greatly,  and  he  expressed  himself  quite  well, 
except  for  some  headache,  which,  however,  he  said  he  nearly 
always  had.  On  making  inquiries  as  to  the  cause  of  this  head- 
ache, he  informed  me  that  he  had  suffered  from  headache  more 
or  less  continuously  for  the  past  fifteen  years  ;  at  times  it  was 
better  and  at  times  it  was  worse,  but  very  seldom  was  he  quite 
free  from  it.  He  further  told  me  that  he  had  consulted  many 
physicians,  but  got  no  relief  in  spite  of  the  varied  treatment  pre- 
scribed. One  physician,  after  careful  physical  examination,  told 
him  that  he  could  find  nothing  wrong  with  him,  and  so  it  was  use- 
less to  recommend  medicine.  The  patient  himself  attributed  the 
headache  to  excessive  lawn  tennis  playing,  at  which  game  he  had 
attained  considerable  proficiency  some  fifteen  or  twenty  years 
before.  I  suggested  that  probably  his  eyes  were  at  fault,  and 
that  the  glasses  which  he  was  wearing  did  not  suit  him.  He 
indjpnantly  repudiatid  (lie  suggestion,  and  proceeded  to  demon- 
strate to  me  that  liis  vision  was  exceedingly  acute.  I  told  him 
that  it  was  not  a  matter  of  vision,  and  asked  him  to  consult  his 
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oculist.  On  my  pressing  this  matter  again  tlie  next  day  he  said 
to  me — "  As  a  personal  favour,  doctor,  I  must  ask  you  not  to 
mention  the  matter  any  more,  for  I  know  you  are  wrong,  and  I  do 
not  wish  to  fall  out  wdth  you."  The  patient  passed  from  under 
my  care  on  the  return  of  his  usual  medical  attendant  to  town, 
and  I  informed  this  gentleman  of  my  opinion,  and  asked  him 
to  use  his  influence  with  the  patient  to  have  his  eyes  examined. 
I  heard  nothing  more  from  the  patient  for  about  six  weeks,  when 
one  day  he  stopped  me  in  the  street  and  said  he  wished  to  thank 
me  for  my  advice,  for  he  had  been  to  his  oculist,  had  his  glasses 
changed,  and  since  that  had  experienced  such  freedom  from  his 
headaches  and  general  improvement  in  his  health  as  he  had  not 
known  for  fifteen  years. 

The  sequence  of  events  is  so  striking'  that  one  is  strongly 
tempted  to  assume  a  causal  relationship.  This  case  does 
not,  however,  stand  alone,  for  I  have  had  several  others 
in  which  the  use  of  suitable  correcting  glasses  has  been 
followed  by  complete  relief  of  more  or  less  persistent 
headache  that  for  years  had  resisted  other  forms  of  treat- 
ment. I  have  also,  of  course,  had  cases  in  which  I  sus- 
pected the  eyes  to  be  at  fault,  but  on  examination  they 
were  found  to  be  perfectly  normal.  Such  cases  do  not — 
and  I  think  should  not — in  any  way  prevent  the  adoption 
of  the  general  principle  that  I  have  advocated  to  have 
every  such  patient's  eyes  carefully  examined. 

Some  recent  writers  have  attributed  all  sorts  of  chronic 
ill-health  to  the  presence  of  eye-strain,  but  as  I  have  not 
myself  had  experience  of  such  cases  I  do  not  propose  to 
consider  them  to-night.  If  one  may  express  an  opinion 
on  a  priori  grounds  I  should  be  inclined  to  doubt  the 
causal  connection  in  many  such  cases,  but  I  am  quite 
prepared  to  admit  that  the  presence  of  eye-strain  may  be 
an  important  factor  in  such  cases,  the  origin  of  which  was 
due  to  some  totally  different  cause.  It  is  quite  possible — 
indeed  T  might  say  even  probable — that  the  eye-strain  itself 
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may  he  the  result  of  the  condition  of  ill-health  which  has 
interfered  with  the  nutrition  and  function  of  the  ocular 
muscles,  and  when  once  established  this  eye-strain  may 
help  in  maintaining  that  condition  to  which  it  was  itself 
due.  We  have  ample  evidence  of  the  importance  of  such 
vicious  circles  in  many  cases  of  disease,  and  it  would  seem 
illogical  to  exclude  it  here. 

I  fear  I  have  no  very  plausible  hypothesis  to  offer  in 
explanation  of  the  contention  which  I  have  ])ut  forward. 
It  seems  to  be  difficult  to  accept  the  explanation,  suggested 
by  Donders,  that  the  excessive  muscular  action  produces 
waste  products,  the  accumulation  of  which  acts  as  a 
poison  on  the  nerve  cells  and  fibres.  The  very  small  bulk 
of  the  muscles  involved  appears  to  me  to  make  such  an 
explanation  untenable. 

Excessive  stimulation  of  the  muscles  or  the  nerve 
centres  one  would  think  would  be  followed  by  loss  of 
function  of  these  muscles  or  nerve  cells  with  consequent 
relief  of  the  eye-strain  rather  than  by  symptoms  in  other 
and  distant  parts.  At  most  one  would  imagine  that  a 
condition  analogous  to  what  we  find  in  writer's  cramp 
would  result.  While,  however,  we  are  impelled  to 
speculate  on  the  explanation  of  such  conditions  we  should 
remember  how  scanty  our  knowledge  is  of  the  intimate 
relations  of  the  central  nervous  system,  either  anatomi- 
cally or  physiologically  considered. 

I  have  tried,  by  the  relation  of  these  few  cases  which 
have  come  under  my  own  observation  to  establish  the 
importance  of  eye-strain  as  a  factor  in  the  production  of 
disease,  to  impress  on  my  hearers  the  importance  of  the 
removal  of  this  eye-strain  as  a  mot  hod  of  treatment,  and 
to  solicit  their  criticism  for  my  own  gni^ance.  That  I 
have  found  the  ad()j)tion  of  these  princii)les  of  advantage 
to  myself,  and  I  hope  to  my  patients,  must  be  my  apology 
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for  detaining  the  Academy  so  long-.  I  must  tender  my 
very  best  thanks  to  my  friend  Dr.  Mooney  for  his  kind- 
ness in  devoting  so  much  care  and  attention  to  the 
laborious  investigation  of  the  many  refraction  cases  which 
I  have  sent  him  at  the  Eoyal  Victoria  Eye  and  Ear 
Hospital. 


k 


ON  EYE-STRAIN. 
By  HERBERT  C.  MOONEY,  B.Ch.  R.U.I.,  F.R.C.S. ; 

Assistant  Surgeon  Royal  Victoria  Eye  and  Ear  Hospital; 
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[Read  in  the  Section  of  Medicine,  December  6,  1907.] 

In  the  short  paper  which  I  am  about  to  read  to  you  I  have 
brought  together  some  symptoms  or  neuroses  which  one 
meets  with  in  eye  work,  and  which,  although  varying  very 
much  in  their  severity  and  distribution,  are  generally  grouped 
under  the  term  "  Eye-Strain."' 

Although  it  is  a  long  time  since  Donders  described  the 
errors  of  refraction  of  the  eye,  and  since  Weir  ]\Iitchell  wrote 
articles  in  which  he  brought  forward  the  part  played  by  the 
eye  as  a  cause  of  headaches,  yet  it  would  appear  that  the 
relation  which  errors  of  refraction  bear  to  headaches  and  other 
neuroses  is  not  as  generally  appreciated  as  it  should  be. 

When  we  consider  the  condition  of  affairs  when  the  eye  is 
provided  with  an  imperfect  refractive  system,  it  is  not  sur- 
prising that  some  evil  results  therefrom.  Take  the  simplest 
case,  that  of  hyperraetropia.  Here,  in  order  that  the  retina 
may  be  provided  with  perfect  images  the  ciliary  muscle  must 
be  kept  in  a  constant  state  of  tension  from  morning  till  night. 
With  the  exception  of  the  circulation  and  respiration,  is  any 
other  system  expected  to  do  as  much  ?  Even  the  stomach, 
which  stands  a  fair  amount  of  ill-treatment,  breaks  down,  I 
believe,  when  subjected  to  a  constant  call  on  its  functions. 
When  the  refractive  error  is  one  of  astigmatism  we  have  a 
stronger  reason  for  nervous  exhaustion,  for  in  this  case  there 
is  an  inequality  in  the  refraction  of  the  principal  meridians  of 
the  eye,  with  a  result  that  the  images  presented  to  the  retina 
for  its  elaboration  arc  not  alone  blurred,  but  they  are  also 
distorted  images  of  the  object  looked  at.     No  efiort  on  the 
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part  of  the  ciliary  muscle  can  correct  this  condition  com- 
pletely, whatever  it  may  accomplish  in  reducing  the  distortion, 
so  that  the  work  of  the  retinal  elements  and  the  visual  act  as 
a  whole  is  considerably  increased,  with  a  resulting  fatigue 
somewhere. 

Many  patients  who  complain  of  headaches  will  not  believe 
that  their  eyes  have  anything  to  do  with  the  trouble,  because 
they  are  satisfied  (and  rightly  so)  that  they  can  see  as  well  as 
the  best.  A  patient  of  mine,  a  Queenslander,  complained  of 
headaches.  Without  glasses  the  vision  of  each  eye  came  up 
to  our  normal  standard.  With  corrective  cylinders  of  +  1  D 
this  acuity  of  vision  equalled  5/2.5 — i.e.,  twice  as  good  as  the 
accepted  standard.  But  it  must  be  remembered  the  visual 
act  is  not  confined  to  focussing  images  on  the  retina.  There 
is  the  fusion  of  these  images  of  the  two  eyes  to  be  accom- 
plished by  the  six  pairs  of  extrinsic  muscles.  So  that,  with 
two  emmetropic  eyes  and  a  complete  accommodative  system 
we  may  have  some  irregularity  or  want  of  symmetrical  action 
between  the  various  pairs  of  the  extrinsic  muscles.  Those 
which  are  concerned  most  with  vision  for  different  distances 
are  the  lateral  recti,  and  these  are  the  muscles  which  we  find 
most  at  fault.  But  even  these  recti  may  possess  a  moderate 
degree  of  a  symmetrical  action  ^vithout  producing  symptoms, 
but  a  very  small  degree  of  defect  in  the  action  of  the  elevators 
or  depressors  of  the  globe  usually  produces  a  discomfort,  of  a 
marked  degree,  and  is  often  the  cause  of  the  most  distinct 
symptoms  of  eye-strain.  Having  thus  briefly  viewed  the 
possibility  of  the  intrinsic  or  extrinsic  muscles,  acting  in- 
dividually, being  a  cause  of  strain,  or  asthenopia,  we  must 
recognise  that  when  they  come  to  work  together  in  cases 
where  there  are  not  only  errors  of  refraction,  but  errors  of 
different  kinds  in  the  two  eyes,  the  source  for  eye-strain  is 
much  widened.  It  is  in  cases  of  marked  difference  in  the 
refraction  of  the  two  eyes,  or  want  of  balance  in  the  extrinsic 


28  Eye-Strain. 

muscles,  that  we  find  cases  of  migraine  occurring  wliich  are 
relieved  by  glasses. 

Now  to  refer  to  the  symptoms  associated  with  eye  strain. 
Of  these  headache  is  the  most  common.  The  pain  may  be 
across  the  forehead  or  at  the  root  of  the  nose.  It  is  usually 
bilateral,  or  may  afEect  one  side  of  the  forehead  or  one  temple. 
The  pain  may  be  referred  to  the  vertex,  a  not  uncommon 
site,  or  more  rarely  to  the  occiput.  The  pain  varies  very 
much  in  character,  from  being  a  constant  dull  ache  to  one 
which  may  be  described  as  darting  or  neuralgic  in  character. 
The  headache  may  be  constant  or  intermittent,  or  noticed 
only  when  the  eyes  are  appKed  to  close  work  or,  perhaps,  may 
have  no  relation  to  the  amount  of  near  work  performed. 

In  addition  to  the  headache  the  patient  may  complain  of 
apathy,  giddiness  and  sleeplessness. 

The  gastric  symptoms  sometimes  met  with  take  various 
forms,  ranging  from  slight  dyspeptic  symptoms  to  nausea  and 
vomiting.  I  am  not  anxious  to  work  out  the  reflex  path  in 
such  cases  as  these,  but  there  would  seem  to  be  a  connection 
between  the  nerves  of  the  eye  and  the  pneumogastric,  for  in 
cases  of  acute  glaucoma,  where  pain  and  vomiting  are  the 
prominent  symptoms,  the  real  cause  of  the  trouble  may  be 
overlooked,  and  a  biUous  attack  diagnosed,  with  rather  bad 
results  to  the  vision  of  the  affected  eye.  I  have  seen  a  very 
weak  solution  of  eserin  act  sufficiently  on  the  ciliary  muscle 
to  produce  such  giddiness  and  nausea  that  the  patient  had  to 
remain  lying  down  for  about  six  hours. 

As  already  mentioned,  migraine,  mth  all  its  typical  train 
of  symptoms,  is  capable  of  being  relieved,  if  not  cured,  by  tlic 
suitable  corrective  lenses.  These  cases  arc  usually  found 
where  the  error  of  refraction  is  in  one  eye  only,  or  where  it 
differs  in  the  two  eyes.  From  my  own  experience  I  am 
satisfied  that  I  have  seen  cases  of  migraine  relieved  by  the 
use  of  glasses.     What  I  mean  by  relieved  is.  that  the  attacks 
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become  much  less  frequent.  In  one  case  in  particular,  where 
the  pain  was  migrainous,  but  there  were  no  characteristic 
scotomata  or  blind  spots,  and  in  which  the  attacks  were 
frequent  (one  every  eight  or  ten  days),  the  use  of  glasses  for 
reading  brought  about  a  reduction  of  the  number  of  attacks 
to  about  one  every  month  or  six  weeks.  Although  the  refractive 
error  was  very  marked  and  differed  in  the  two  eyes,  this  lady 
would  not  wear  her  glasses  constantly,  as,  of  course,  she 
should  have  done. 

Children,  as  a  rule,  do  not  complain  of  headache,  but  they 
very  often  have  hypermetropia  or  some  form  of  astigmatism 
imprinted  on  their  eyelids,  as  for  example  sties,  chronic  con- 
junctivitis and  blepharitis,  twitching  and  blinking  of  the  lids. 
I  have  had  an  opportunity  of  seeing  a  good  number  of  cases 
of  ocular  headache  amongst  the  boys  of  one  of  our  large  schools. 
Their  ages  varied  from  11  or  12  to  14  or  15,  and  their  grievance 
was  that  the  incandescent  gas  was  too  bright.  Well,  nearly 
all  these  cases,  9  per  cent,  of  the  whole  school,  had  one  form 
of  astigmatism  or  another,  so  that  I  do  not  consider  the 
quality  or  quantity  of  the  illuminant  had  so  much  to  do  with 
the  headaches  as  the  astigmatism.  I  may  remark  here  that 
I  believe  many  of  those  who  wear  coloured  or  smoked  glasses 
(in  the  absence  of  inflammatory  affections  of  the  eye,  of  course) 
would  be  able  to  discard  the  disfiguring  glasses  if  they  had 
their  astigmatism  corrected,  for  even  the  low  degrees  of 
astigmatism  will  produce  an  irritability  or  hyperesthesia  of 
the  retina  which  renders  the  eye  intolerant  of  ordinary  diffuse 
day  light. 

As  to  treatment,  I  need  not  go  into  minutia3.  Suffice  it  to 
say,  that  each  case  must  be  carefully  and  deUberately  examined 
by  the  various  methods  at  our  disposal,  not  refraining  from 
the  use  of  atropine  or  homatropine  in  certain  cases.  The 
routine  testing  of  the  balance  of  the  extrinsic  muscles  with 
Maddox's   rod   and  prisms  should    be  adopted,  for  I  have 
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mentioned  that  the  refraction  of  the  eye  may  be  quite  normal, 
but  the  muscle  balance  faulty.  It  is  well  not  to  ignore  the 
small  degrees  of  astigmatism,  such  as  .25D.,  for  much  may  be 
done  by  the  wearing  of  the  weakest  cylinders. 

In  conclusion,  I  would  like  to  warn  you  against  being  put 
off  your  guard  by  the  patient  who  wears  glasses,  who  may 
complain  of  headache,  telhng  you  that  his  glasses  are  right 
because  ordered  by  an  experienced  ocuUst.  Very  often  in 
ordering  cylinders  it  is  right  not  to  give  the  full  correction, 
and  such  glasses  will  afford  relief  for  two  or  three  years, 
perhaps,  but  then  the  patient  may  have  a  return  of  his  head- 
aches, which  will  be  probably  cured  by  ordering  the  full 
cyUndrical  correction.  In  young  persons  the  amount  and  axis 
of  astigmatism  are  liable  to  alter,  and,  finally,  persons  who 
do  not  wear  their  glasses  horizontally  in  front  of  their  eyes 
are  liable  to  produce  symptoms  of  eye-strain,  although  the 
glasses  themselves  may  be  quite  correct. 

When  Dr.  Oliver,  of  Philadelphia,  wrote  that  asthenopia 
is  the  bane  of  the  civilised  minority,  I  think  he  was  using 
strong  language,  but  perhaps  I  have  said  a  little  towards 
justifying  it. 

Dr.  Drury  quoted  several  cases  in  which  attacks  of  migraine 
had  ceased  after  the  adoption  of  glasses  for  the  correction  of 
eye-strain. 

Dr.  Henry  said  there  could  be  no  doubt  that  in  m  very  con- 
siderable number  of  cases  of  neuroses  the  symptoms  were  due 
to  some  affection  of  tiic  eyes,  and  in  some  cases  astigmatism 
would  be  found  to  be  the  cause.  His  own  experience  was  that 
the  affection  of  the  eye  which  had  most  effect  in  producing  head- 
aches was  a  small  degree  of  mi.xed  astigmatism. 

Mr.  J.  H.  Story  agreed  that  mi.xed  astigmatism  was,  perhaps, 
a  more  common  cause  of  headaches  than  simple  astignuitism  , 
and  he  also  believed  that  difference  in  mnscular  balance  was 
perhaps  of  even  greater  importance  in  the  production  of  migraine. 

Dr.  Kirkpatrick  and  Mr.  Mooney  replied. 
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NEPHRITIS. 
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Physician  to  Sir  Patrick  Duu's  Hospital. 
[Read  in  the  Section  of  Medicine,  January  31,  1907.] 

The  range  of  the  subject  which  I  have  the  honour  to  introduce 
for  your  observations  and  discussion  is  so  \vide,  and  so  many 
points  of  scientific  and  practical  interest  are  involved,  that 
were  I  to  attempt  to  do  even  moderate  j  ustice  to  it,  or  them, 
the  task  would  be  far  too  great  for  me  and  this  communica- 
tion much  too  long  and  tedious  for  you,  as  well  as  being 
outside  the  purport  of  this  meeting. 

I  am  not  authorised  to  dehver  a  lecture  on  the  subject  of 
nephritis,  nor  expected  to  keep  your  interest  aUve  by  any 
novelties,  but  to  place  before  you  some  matters  bearing  upon 
the  prognosis  of  the  diseases  included  in  the  term  "  nephritis  " 
and  upon  their  treatment,  and  to  ask  you  to  assist  by  bringing 
to  bear  upon  these  topics  your  own  experience  as  to  the 
difficulties  and  responsibilities  you  have  encountered  in  their 
management,  and  to  record  the  favourable  or  unfavourable 
results  of  ihe  treatment  you  have  employed. 

In  no  other  disease,  with  perhaps  the  exception  of  the 
continued  fevers,  are  prognosis  and  treatment  so  closely 
linked  and  so  dependent  the  one  on  the  other. 

The  questions  of  aetiology  and  diagnosis  one  cannot  properly 
discuss,  though  they  cannot  be  divorced  from  consideration  on 
some  special  points  cognate  to  prognosis,  while  the  most 
interesting  subject  of  the  pathology  will  be  dealt  with  fully 
and,  I  doubt  not,  most  exhaustively  by  Dr.  Earl. 

I  shall  therefore  confine  my  remarks  to  those  inflammations 
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of  the  kidney  which  are  covered  by  the  general  terminology 
of  nephritis. 

(a)  Acute  nephritis  due  to  toxic  influences  or  to  exposure 
to  chills. 

(6)  Subacute  or  chronic  parenchymatous  nephritis. 

(c)  Chronic  interstitial  nephritis. 

I  do  not  propose  to  enter  on  the  interesting,  though  debate- 
able,  side  issues  as  to  the  relative  sequence  these  diseased  con- 
ditions bear  to  each  other,  beyond  stating  my  beUef  that  a 
diffuse  nephritis — more  or  less  extensive — is  present  in  each 
class  of  inflammation  and  each  variety  of  disease. 

I  exclude  the  legions  produced  by  traumatism,  embolism, 
gout,  septic  infection,  tubercular  disease,  pyelitis,  or  the  secon- 
dary, so-called  surgical,  kidney — that  dependent  on  disease  of 
the  bladder — and  leave  out  altogether  the  waxy  or  albuminoid 
kidney,  as  it  is  in  no  sense  an  inflammatory  condition. 

In  nephritis,  no  matter  what  variety  we  may  have  specially 
in  mind,  we  are  face  to  face  with  the  fact  that  the  eliminating 
functions  of  the  kidneys — for  both  organs  are  engaged — is  more 
or  less  deranged,  and  that  the  metabolism  of  the  whole  body 
is  temporarily  or  permanently  dislocated  in  direct  proportion 
as  the  renal  function  is  temporarily  or  permanently  inefficient. 

Thus,  in  general  terms,  we  find  some  common  factors  in 
every  case  we  meet,  which  supply  us  with  a  sufficiently  wide 
basis  upon  which  we  can  be  justified  in  founding  an  opinion 
and  in  formulating  a  liu^  of  treatment. 

These  factors  are  mainly  three — (1)  the  appearance  of 
albumen  in  the  urine  with  or  without  blood  ;  (2)  the  alteration 
in  the  amount  of  liquid  excreted — causing,  on  the  one  hand, 
oliguria  with  general  anasarca  or  local  (Tidema,  and,  on  the 
other,  profuse  diuresis  or  polyuria ;  and  {'^)  the  retention  of 
rogenitnous  compounds  producing  the  group  of  grave 
symptoms — "  uriemic  syndrome." 

Every  one  of  these  factors  may  be  present  to  a  greater  or  less 
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degree  at  some  stage  ia  inflammation  of  the  kidneys,  or  they 
all  may  be  present  as  early  phenomena  in  acute  nephritis,  or  in 
the  course  or  progress  of  the  most  chronic  variety  they  may 
arise  into  a  prominent  position,  endangering  the  patient's  life. 

In  discussing  shortly  these  principal  features  of  kidney 
disease  I  would  urge  the  advisability,  if  not  the  absolute 
necessity,  of  weighing  carefully  and  calmly  the  relative  im- 
portance to  be  attributed  to  any  one  of  them,  and  of  not 
falling  into  the  error  of  basing  an  adverse  opinion  as  to 
prognosis  or  treatment  on  the  existence  of  any  one  such 
feature  taken  by  itself,  serious  though  that  symptom  may  be, 
when  it  is  present  along  with  others  of  like  gravity. 

The  need  for  this  caution  will  be  readily  seen  in  the  common 
case  of  "  albumen  in  the  urine.'"  This  symptom — so  often 
spoken  of  as  if  it  were  a  real  entity  or  disease — obtrudes 
itself  at  every  turn  in  one's  daily  practice.  It  is  one  with 
which  the  pubhc  are  very  familiar,  and  of  which  the  Life 
Insurance  Offices  take  stock.  Its  presence  affects  the  j  udgment 
of  the  surgeon  undertaking  an  operation  and  the  obstetrician 
in  a  case  of  pregnancy.  Its  discovery  may  be  the  high 
watermark  of  a  practitioner's  medical  chemistry,  and  too  often 
is  elevated  into  a  sort  of  barometer  of  a  patient "s  progress 
when  afflicted  with  Bright's  disease. 

Should  a  patient  be  aware  that  he  has  albumen  in  his 
urine,  and  still  worse,  if  he  should  have  been  instructed  to  make 
his  own  observations  and  apply  the  clinical  tests  for  its  presence, 
his  mood  and  his  happiness  become  too  often  dependent  on 
the  result  of  his  weekly  or  daily  examination  of  the  urine. 
When  the  reaction  points  to  a  small  amount  he  may  be  lulled  ' 
to  a  state  of  false  security,  and  his  mood  be  one  of  comparative 
happiness,  and  yet  we  know  his  state  may  at  that  moment 
be  one  of  imminent  danger.  Should  it,  on  the  other  hand, 
show  an  increase,  he  is  made  miserable,  and  is  in  a  state  of 
anxious  despair,  and  "  life  "  for  him  "  is  not  worth  Uving."' 

c 
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We  all  recognise  such  cases  in  our  practice.  I  cannot,  however, 
refrain  calling  to  mind  the  case  of  a  married  gentleman,  a 
retired  officer,  whose  life  was  an  incessant  balance  between 
a  state  of  moderate  and  greater  amount  of  albumen,  and 
whenever  he  went  on  a  short  trip  from  town  he  always  carried 
with  him  his  spirit  lamp  and  test  tubes,  and  made  his  weekly 
examination  of  the  urine. 

While  on  a  yachting  holiday  in  the  west  of  Ireland  he 
discovered  one  Sunday  that  his  urine  showed  a  decided  increase 
in  the  quantity  of  albumen.  This  discovery  instantly  put  him 
into  a  fever  of  excitement  and  anxious  prognostications  as  to 
what  might  happen  to  him  (vulgarly  known  as  a  "  blue  funk  "). 
He  at  once  made  for  the  shore  in  a  dinghy,  telling  his  friends 
he  had  important  family  and  private  matters  to  attend  to, 
and  travelled  up  to  town  in  a  slow  train,  and  reached  home, 
half  dead  with  fright,  in  the  middle  of  the  night,  to  the  alarm 
of  his  wife  and  the  disturbance  of  his  household.  After  a  few 
hours  of  prolonged  anxiety  his  physician,  whose  aid  he  sought 
soon  after  dayUght,  assured  him  he  was  much  as  usual,  and 
that  there  was  no  special  cause  for  fear ! 

The  occurrence  of  albimiinuria  in  young  adults,  of  a 
functional  nature — the  so-called  "  postural  ""  or  "  orthrotic  "" 
albuminuria — is  perhaps  one  of  the  most  interesting  examples 
of  the  need  of  caution  in  dealing  with  this  symptom. 

An  error  may  cause  untold  worry  and  rob  the  sufferer  of 
position  and  advancement  in  hte.  Within  the  last  half  dozen 
years  a  young  gentleman,  eighteen  years  of  age,  a  great 
athlete  at  school,  and  who  had  never  been  ill  with  worse 
complaints  than  ring- worm  and  German  measles,  passed  with 
credit  the  examination  admitting  him  to  a  })o.st  of  junior 
clerk  in  one  of  our  largest  banks.  He  was  rejected  by  the 
medical  officer  and  disqualified,  because  of  albumen  being 
discovered  in  his  urine.  His  mother,  a  woman  of  very  limited 
means  and  a  large  family,  a  widow  of  one  of  our  medical 
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brethren,  brought  him  to  me  Id  great  distress.  I  found  there 
was  albumen  in  quantity  in  the  urine,  at  the  same  time  the 
specific  gravity  was  1022,  and  there  were  neither  granular  nor 
epithelial  casts.  Subsequent  examinations  revealed  the  fact 
that  the  urine  passed  on  waking  was  quite  free  of  albumen, 
while  that  in  the  day  and  afternoon,  when  the  lad  was  about 
and  taking  exercise,  was  decidedly  albuminous. 

I  wrote  a  strong  report  in  favour  of  the  lad  being  accepted. 
After  some  time,  fortunately  for  the  patient,  the  medical 
referee  of  the  bank,  who  was  an  intelligent  and  competent 
officer,  took  him  under  his  own  care  for  a  fortnight,  and 
recognising  the  albumen  to  be  due  to  the  functional  derange- 
ment of  adolescence  withdrew  the  ban,  and  the  patient  is 
now,  I  am  glad  to  say,  discharging  his  duties  efficiently  and 
in  the  best  of  health  and  vigour,  four  years  subsequent  to  his 
primary  rejection. 

Here  may  I  point  out  two  very  serious,  though  self-evident, 
errors  one  may  fall  into  when  quantitatively  estimating  the 
albumen  in  the  urine  :  One  is  to  base  an  opinion  on  a  single 
sample  of  urine,  taken  haphazard,  instead  of  working  on  a 
sample  of  the  water  passed  in  twenty-four  hours.  For 
example — the  imne  of  a  case  of  small  contracted  kidney,  or 
chronic  interstitial  nephritis,  may  show,  perhaps,  0.1  per  cent, 
of  albumen  at  one  time  and  again  0.02  per  cent,  at  another, 
and  yet  the  latter  state  may  be  one  of  a  much  more  serious 
and  graver  significance.  The  second  error  is  to  take  the 
amount  of  albumen  passed  by  one  case  as  a  standard  for 
comparison  with  that  of  another  case. 

One  hears  not  infrequently  in  hospital  practice  the  student 
saying,  and  evidently  impressed  by  the  fact,  that  patient  X. 
is  passing  a  large  quantity  of  albiunen ;  "  the  urine  is  solid 
with  albumen  ' ;  and  that  patient  Z.  has  only  a  trace  of 
albumen ;  when  in  truth  case  Z.  may  be  in  imminent  danger 
from  advanced  renal  disease,  while  case  X.  may  be  free  from 
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organic  renal  disease  of  any  sort,  and  the  albumen  be  simply- 
due  to  a  failing  heart  of  mitral  disease. 

The  quantitative  analysis  of  albumen  and  its  systematic 
record  in  the  same  case  is,  however,  of  the  highest  value  as  to 
the  upward  progress,  or  the  reverse,  when  proper  precautions 
are  adopted,  as  well  as  being  indicative  of  the  good  or  bad 
result  of  any  particular  dietetic  or  medicinal  treatment. 

Von  Noorden,  of  Frankfurt,  from  whose  writings  I  have 
freely  quoted,  says  on  this  subject :  "  Albumen  is  a  conclusive 
index  in  only  acute  nephritis,  as  its  reduction  points  to  im- 
provement, its  increase  to  exacerbation.     Tt  is  not  so  reliable 
in   chronic   parenchymatous   nephritis    as   in   that    variety. 
Albumen  is  liable  to  fluctuations,  and  an  attempt  to  base  a 
prognosis  or  to  estimate  the  effect  of  treatment  by  such  a 
criterion  is  fallacious."    "  A  periodic  rise  and  fall  of  albumen,' 
he  adds,  "  is  a  common  symptom  in  these  cases."     Again,  in 
the  chronic  contracted  kidney,  the  same  observer  states  "  that 
any  sudden  change  in  diet  usually  leads  to  an  increase  of  albu- 
men— regardless  whether  we  pass  from  milk  to  meat,  or  vice 
versa,  or  from  meat  to  vegetarian,  as  after  a  few  days,  or  a 
week,  the  old  level  is  reached."    While,  therefore,  it  is  wiser  not 
to  attach  too  much  importance  to  considerable  fluctuations  in 
the  amount  of  albumen  excreted  in  these  diseases,  on  the  other 
hand  their  significance  must  never  be  underrated,  but  looked 
upon  as  a  most  valuable  guide  when  they  point  in  the  same 
direction  as  do  other  changes  in  the  general  condition  of  the 
patient. 

The  question  of  the  treatment  of  albuminuria  in  nephritis, 
while  it  involves  and  includes  that  of  the  special  renal  lesion 
of  which  it  may  be  the  prominent  symptom,  is  one  of  consider- 
able clinical  difficulty,  and  I  am  free  to  admit  at  once,  as  the 
result  of  my  own  experience,  that  there  is  no  special  medicine 
which  will  control  it  and  check  it.  The  same  remark  is  true 
of  the  bleeding  which  is  so  often  associated  with  it.     The  usual 
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haemostatics — turpentine,  acetate  of  lead,  ergot,  gallic  or 
tannic  acid,  calcium  chloride,  solution  of  adrenalin,  and  the 
astringent  salts  of  iron,  such  as  perchloride  or  pernitrate — 
have  failed  to  do  good,  while  the  incautious  use  of  iron  and  of 
turpentine  is  more  hkely  to  do  harm  than  good. 

It  is  therefore,  comparatively  speaking,  possible  to  neglect 
the  failure  of  drugs  to  command  the  loss  of  albumen  in  making 
up  ones  mind  as  to  prognosis  ;  and,  indeed,  it  is  right  to  notice 
that  the  loss  of  albxmien  in  kidney  disease  is  practically  a 
matter  of  small  moment,  so  far  as  the  health  and  hfe  of  the 
patient  is  concerned,  and  as  to  the  possibility  of  serious 
complications  arising  in  the  course  of  the  case,  for  it  has  been 
estimated  that  the  amount  of  albumen  which  may  be  lost  in 
a  day  can  be  fully  compensated  by  the  administration  of  one 
or  two  pints  of  milk.  On  the  other  hand,  any  severe  and 
prolonged  haematuria  is  bound  to  be  followed  by  anaemia  and 
the  malnutrition  of  the  body. 

How  then  is  one  to  treat  a  case  of  acute  hannorrhagic 
nepliritis  with  the  best  prospects  of  reducing  the  loss  of  the 
blood  corpuscles  and  of  the  albumen  ? 

The  first  indication  is  to  ensure  rest  in  the  horizontal  position 
with  the  avoidance  of  all  muscular  exertion ;  for  it  is  a  well- 
known  fact  that,  even  in  the  convalescent  stage  of  nephritis, 
the  return  of  haematuria  and  an  increase  in  the  albumen  not 
uncommonly  follows  upon  the  patient  leaving  his  bed  for  the 
first  time.  In  most  cases  local  depletion  is  necessary,  and 
one  depends  upon  leeching,  wet  or  dry  cupping  over  the  loins, 
the  application  of  mustard  or  capsicum  epithems,  and  constant 
poulticing  and  stuping.  But  in  not  a  few  cases  of  acute 
nephritis  more  active  treatment  is  required,  and  general  deple- 
tion is  necessary  when  the  function  of  the  kidneys  is  totally  or 
greatly  arrested  and  the  evidences  of  uraemia  are  pressing.  In 
these  circumstances  prompt  action  is  required,  and  venesection 
to  15  or  20  ozs.  should  be  practised.     It  is  not  applicable,  as 
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a  rule,  in  the  nephritis  coming  on  in  the  advanced  stages 
of  scarlatina  or  other  fevers,  but  in  the  case  of  a  previously 
strong  youth  or  adult,  from  exposure  to  cold,  there  is  no 
remedy  so  prompt  in  its  action  or  so  beneficial  in  its  results. 

This  was  forcibly  brought  home  to  me  many  years  ago,  and 
made  such  an  impression  on  my  mind  that  I  venture  to 
report  the  case  briefly  : — 

A  .vandriver,  aged  thirty,  was  exposed  for  some  hours  to 
the  keen  east  ^^^nd  of  March  blo^ving  on  his  ill-protected 
back  as  he  returned  to  town  from  his  rounds  in  the  country. 
On  reaching  his  home,  thoroughly  chilled  and  wet  to  the  skin, 
he  took  a  stiff  glass  of  whisky  punch,  and  went  to  bed.  He 
did  not  sleep,  but  spent  the  night  restless,  and  constantly 
getting  up  to  pass  urine.  The  latter  was  very  concentrated 
and  small  in  quantity,  not  more  than  an  ounce  passing  at 
each  time,  and  was  deeply  coloured  and  bloody.  He  sank 
into  a  stupor  or  comatose  condition.  I  was  called  to  see 
him  fifteen  hours  after  the  onset  of  his  illness,  and  learned 
that  no  urine  had  been  passed  for  four  hours,  and  there  was 
none  in  the  bladder.  I  found  him  practically  comatose, 
unable  to  give  an  account  of  himself,  to  answer  questions,  or 
even  to  swallow.  His  respiration  wa.s  loud,  hissing  and  noisy, 
his  face  congested ;  pulse  regular,  about  80,  strong,  and  of 
high  tension.  As  no  medicine  could  by  any  means  be  passed 
into  his  throat,  I  decided  to  bleed  him  without  delay,  and  I 
bled  him  to  15  ounces.  Before  the  blood  had  ceased  to  flow 
there  was  a  return  of  consciousness,  and  I  managed  to  get  him 
to  swallow  a  bolus  of  calomel  and  compound  powder  of  jalap 
with  two  minims  of  croton  oil.  After  it  had  acted  he  recovered 
sufficiently  to  be  removed  to  one  of  our  city  hospitals,  where 
he  remained  for  some  months  under  treatment  before  recovers 

The  event  I  have  shortly  recorded  occurred  some  forty 
years  ago,  when  I  was  a  very  junior  physician,  but  the  im- 
pression it  made  on  my  mind  is  as  vivid  to-day  as  if  it  were 
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but  a  year  ago,  and  similarly  vivid  are  the  pictures  of  the 
patient  lying  unconscious  in  his  squalid  bed  in  a  court  off 
Camden  Street ;  his  terrified  wife  standing  by,  a  neighbourly 
old  crone,  who  acted  as  my  assistant  in  bleeding  him  (though 
she  had  evidently  seen  many  more  phlebotomies  than  I  had), 
and  then  the  contrast  between  the  man's  condition  before  and 
after  the  bleeding — these  can  never  be  effaced  from  my 
memory. 

When  general  blood-letting  may  not  be  practicable,  Baccelli 
recommends  bleeding  from  the  dorsal  veins  of  the  foot,  as  the 
absence  of  valves  in  the  vena  cava  and  renal  veins  enables 
r«,pid  depletion  to  be  effected. 

The  second  indication  for  treatment  is  to  "  save  the 
kidneys"  as  much  work  as  possible,  by  reducing  to  a  minimum 
the  amount  of  foods — solids  and  liquids — and  by  endeavouring 
to  eliminate  the  urinary  products  through  the  bowels  and  the 
skin. 

The  administration  of  concentrated  doses  of  the  sulphate 
of  magnesium,  or  compound  jalap  powder,  every  morning  on  an 
empty  stomach,  will  meet  the  first ;  while  hot  air  or  vapour 
baths,  or  the  hot  pack  or  hot  water  baths,  will  meet  the  second. 
To  aid  the  diaphoresis  the  hypodermic  use  of  pilocarpin, 
gr.  -^^i-i,  may  be  employed,  and  the  best  time  to  give  it  is 
when  the  patient  is  in  the  hot  pack,  as  it  then  promptly 
induces  sweating,  which  can  be  encouraged  by  letting  the 
patient  lie  between  hot  blankets,  covered  with  waterproof  rugs. 

The  diet  should  be  arranged  so  as  to  be  as  free  as  possible 
of  nitrogenous  foods ;  and  meats,  eggs,  beef  tea  and  meat  ex- 
tracts should  be  rigidly  excluded.  The  almost  universally 
accepted  diet  is  milk,  either  alone  or  combined  with  some 
amylaceous  material  as  arrowroot,  sago,  corn-flour,  barley 
water,  Benger's  food,  or  infant  foods,  such  as  MelUns',  Chap- 
man's, Allenbury's,  &c.  It  matters  little  which,  though  in 
every  instance  cream  and  sugar  should  be  added. 
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In  very  acute  cases  no  harm,  but  good,  will  accrue  from  a 
starvation  diet  for  a  short  time,  as  von  Noorden  inculcates. 
Nay,  further,  it  is  a  mistake  to  order  milk  ad  libitum  ;  for 
milk  contains  too  much  albuminous  compounds,  as  well  as 
too  much  water  ;  it  is  therefore  a  doubtful  practice,  as  well  as 
unscientific,  to  endeavour,  on  the  one  hand,  to  save  the 
kidneys,  whose  function  of  the  secretion  of  water  by  the 
glomeruli  is  in  abeyance  ;  and,  on  the  other,  to  order  four  or 
five  pints  of  milk  in  the  twenty-four  hours  to  add  to  the 
already  overfull  circulation. 

Dr.  Carl  von  Noorden  on  this  point  gives  a  sample  of 
a  daily  menu  containing  the  smallest  quantity  of  protein, 
and  yet  possessing  the  greatest  possible  nutritive  value,  as 
follows : — Milk,  150  gms.  ;  cream,  375  g.  ;  rice,  50  g. ;  zwieback, 
50  g.  ;  butter,  50  g.  ;  sugar,  20  g.  This  quantity  is  not 
difficult  to  master,  and  is  very  digestible ;  it  contains  2,900 
calories. 

Such  a  diet  is  suitable  for  acute  nephritis.  In  the  con- 
valescent stage  the  milk  is  to  be  increased  to  2i  litres,  and  white 
bread,  cereals,  oaten  and  barley,  small  quantities  of  cream 
cheese,  grapes,  a  little  egg  or  meat,  and  at  this  stage  the 
administration  of  large  quantities  of  fluid,  including  drinks 
containing  the  juices  of  various  fruits. 

The  question  of  '"  flushing  the  kidneys  "  by  copious  draughts 
of  water  in  acute  cases  with  oliguria  is  one  on  which 
there  are  different  opinions  held.  My  own  practice  and  ex- 
])erience  are  strongly  adverse  to  such  a  course.  I  am  con- 
vinced that  free  libations  of  liquids,  be  it  milk  or  water  or 
mineral  waters,  will  fail  just  as  diuretic  medicines  will  fail,  and 
may  do  more  harm  than  good. 

I  am  sure  most  of  my  hearers  will  have  had  the  same  ex- 
perience as  I  have  had,  and  have  noted  the  truly  remarkable 
fact  that  in  cases  of  acute  hjrmorrhagic  n<']ihritis.  or  acute 
parenchymatous  nephritis,    without    lia.'maturia,    by  simply 
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acting  on  the  bowels  and  skin,  to  the  exclusion  of  all  diuretics, 
the  function  of  the  kidneys  will  of  itself  be  so  far  regained  as 
that  a  free  and  full  flow  of  urine  will  be  established. 

It  is  at  that  time,  and  then  only,  that "  flushing  the  kidneys  " 
becomes  justifiable  and  can  be  employed,  and  emplo^^ed  with 
confidence,  by  plain  water,  or  water  and  lemon,  or  as  lemonade, 
with  a  teaspoonful  of  cream  of  tartar  added  to  each  quart. 
A  milk  diet,  modified  as  I  have  suggested,  should  be  enforced 
and  maintained  during  the  course  of  acute  nephritis.  The 
same  dietary  should  be  ordered  in  the  cases  of  an  attack 
of  acute  nephritis  supervening  on  a  chronic  nephritis,  and 
continued  so  long  as  the  acute  symptoms  are  present 

Such  a  diet  is  quite  possible,  and  is  gratefully  accepted  by  a 
patient  under  these  circumstances ;  but  the  difficulty  is  greatly 
enhanced  when  one  has  to  treat  chronic  parenchymatous 
nephritis,  and  it  is  in  these  cases  that  all  the  acumen  and  tact 
of  the  physician  are  needed  to  direct  a  diet  which  will  "  save 
the  kidneys  "  and  yet  not  allow  wasting  of  tissues  or  weakness 
of  the  heart,  and  which  will,  at  the  same  time,  be  such  that 
a  patient  can  take  with  some  relish  from  month  to  month 
and  year  to  year. 

The  second  Hne  of  thought  which  I  propose  for  our  dis- 
cussion is  the  occurrence  of  dropsy.  It  is  a  symptom,  like 
albumen,  common  in  a  greater  or  lesser  degree,  to  everv 
variety  of  nephritis,  and,  as  a  rule,  in  the  inverse  ratio  to  the 
amount  of  lu^ine  secreted.  It  must  not  be  supposed,  however, 
that  simple  hydraemia,  with  a  loss  of  albumen,  adequately 
explains  the  phenomena  of  dropsy,  as  Senator  points  out ; 
since  in  advanced  cancerous  cachexia  there  is  very  little  dropsy. 
and  in  scarlatinal  dropsy  it  occurs  before  the  loss  of  albumen. 

Dropsy  is  always  a  grave  symptom,  and  its  appearance 
complicates  prognosis. 

Recognising  the  truth  of  the  Bo\vman-Heidenhain  theorv. 
that  the  water  of  the  urine  is  a  secretion  in  the  glomeruU,  and 
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not  a  simple  filtration,  as  Ludwig  believes  it  to  be,  it  is  easy 
to  see  that  an  inflammation  of  the  glomeruli  is  sure  to  be 
attended  with  diminution  in  the  quantity  of  urine  passed, 
even  to  complete  suppression. 

Such  a  condition  is  usually  present  in  the  nephritis 
which  is  the  result  of  toxa3mia,  the  commonest  poison  being 
that  of  scarlet  fever.  In  this — the  so-called  glomerulo- 
nephritis of  Klebs — there  is  also  a  rupture  of  the  capillary 
loops  forming  the  glomerulus,  and  thus  the  urine  usually 
contains  blood,  to  such  an  extent  sometimes  as  to  be  passed 
as  blood,  while  fari  passu  with  the  ohguria,  dropsy  may  be 
present  as  general  anasarca,  or  local  oedema. 

The  second  most  common  dropsy  is  in  acute  parenchymatous 
nephritis — the  result  of  chill  and  exposure  to  cold — and  the 
third  is  in  pregnancy. 

This  acute  dropsy — called  inflammatory  dropsy — is  often 
the  first  and  most  striking  feature  of  the  failing  kidney  in 
scarlatina,  and  many  cases  of  the  kind  attend  our  hospitals 
and  dispensaries,  its  causation  having  been  totally  overlooked. 

The  dangers  lie  more  in  the  locality  of  the  effusion  than  its 
amount — e.g.,  the  lungs  and  the  glottis  ;  but  of  all  places,  that 
in  the  cerebral  meninges  is  the  worst,  as  there  can  be  little 
doubt  that  in  addition  to  the  toxic  effects  of  retained  nitro- 
genous compounds  and  other  ingredients — the  so-called 
chemical  theory — an  urgent  factor  of  the  uremic  state  in 
acute  nephritis  is  the  oedema  of  the  brain. 

A  strong  side-light  in  favour  of  this  (the  physical  theory) 
is  furnished  by  the  results  which  have  followed  paracentesis 
of  the  spinal  fluid  by  lumbar  ]>uncturo— a  novel  but  recog- 
nised n\ethod  of  relieving  intracranial  })ressuro.  Dr.  M'Vail 
records  two  cases  in  which  the  canula  was  allowed  to  remain 
three-quarters  of  an  hour,  and  an  ounce  of  fluid  drained  away. 
Ono  patient  regained  consriousness  in  four  hours,  and  rapidly 
recovered;  the  other  lost  all  albumen  in  the  water. 
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The  prognosis,  then,  in  a  case  of  acute  or  chronic  dropsy 
must  largely  depend  on  other  things  besides  the  dropsy  itself, 
and  is  closely  related  and  subservient  to  the  effect  of  treatment. 

Fortunately,  in  acute  inflammatory  dropsy  the  same  line  of 
treatment  is  to  be  strenuously  carried  out  as  that  useful  in  the 
haematuria  and  albuminuria  of  acute  nephritis,  and  attention 
is  to  be  paid  to  the  same  points  and  stress  laid  on  the  same 
precautions.  The  reduction  of  the  dropsy  is  to  be  accom- 
plished by  affording  physiological  rest  to  the  inflamed  kidneys, 
by  calHng  the  skin  into  activity,  and  producing  free  watery 
motions,  and,  should  it  still  persist,  by  drainage  of  the  swollen 
limbs  and  tapping  the  serous  cavities. 

It  is  most  important  to  watch  for,  and  note  the  effect  of, 
this  derivative  treatment  as  a  valuable  prognostic  sign.  One 
can  thereby  estimate  whether  the  anasarca  is  due  to  a  tem- 
porary failure  of  the  secreting  epithehum  of  the  kidney  or  to 
a  permanent  degeneration  of  it. 

Without  entering  further  into  details,  already  sufficiently 
given  in  the  preceding  remarks  on  acute  nephritis,  I  may  say 
the  chief  duty  of  a  physician  is  to  carry  out  the  best  means 
at  his  disposal  to  relieve  the  dropsy,  and  in  doing  so  to  consider 
the  patient's  strength  and  individual  condition.  He  should 
adapt  his  dietetic  and  hygienic  instructions  to  the  various 
phases  of  the  disease,  ^vithout  carrying  the  routine  treatment 
to  any  extreme. 

On  this  point  of  anasarca,  of  late  years  much  has  been 
^v^itten,  both  as  to  its  production  in  nephritis  and  as  to  its 
treatment,  which  is  somewhat  novel,  and  deserves  a  favour- 
able consideration.  I  refer  to  the  views  that  in  acute  nephritis 
not  only  is  the  function  of  the  kidney  in  abeyance  as  to  the 
excretion  of  nitrogenous  materials,  and  to  the  secretion  of  the 
normal  quantity  of  water — facts  universally  admitted — but 
that  it  is  markedly  deficient  in  excreting  certain  other  urinary 
ingredients,  and  in  particular  the  chlorides. 
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These  views  are  principally  advanced  by  such  German 
clinical  physicians  as  Strauss,  von  Noorden,  and  Senator,  and 
adopted  by  many  French  and  American  writers  chiefly 
in  relation  to  the  preventive  and  curative  treatment  of 
renal  dropsy ;  and  although  the  opinions  expressed  and  the 
practice  based  on  them  are  not  universally  accepted,  there  is 
no  doubt  that  the  views  held  are  based  on  seemingly  sound 
principles  and  wide  clinical  experience.  From  my  own  personal 
practice  I  cannot  say  I  have  had  sufficient  experience  to  warrant 
giving  an  opinion. 

Professor  H.  Strauss,  M.D.  Univ.  Berlin,  claims  to  be  the 
first  (four  years  ago)  to  draw  attention  to  "  chloride  depriva- 
tion "  ;  and  just  as  we  know  that  ursemic  manifestations,  both 
acute  and  chronic,  are  connected  with  derangement  of  the 
mechanism  which  controls  the  elimination  of  nitrogenous 
bodies,  so  he  claims  "  the  pathogenesis  of  anasarca  is  more  or 
less  intimately  bound  up  with  the  retention  in  the  body  of 
chlorides,  and  the  rate  of  excretion  of  chlorides  is  used  by 
many  observers  as  a  measure  of  the  functional  activity  of  the 
kidneys.''  Not  every  case  of  anasarca  of  renal  origin  is  neces- 
sarily an  object  for  the  systematic  deprivation  of  chlorides ; 
but  as  Widal  and  Javal.  the  French  observers  in  supj^ort  of 
Strausss  views,  lay  stress,  it  is  in  the  cases  only  of  dropsy  in 
acute  and  chronic  parenchymatous  nephritis  that  it  is  applic- 
able. According  to  Mohr,  in  uraemia  chlorides  are  still  further 
rotainod ;  on  the  other  hand,  in  the  chronic  interstitial 
ne])hritis,  the  secretion  of  chlorides  is  increased,  and  Dr. 
Tessier  and  Dr.  Courmont  look  upon  the  rate  of  excretion  of 
chlorides  in  it  as  explaining  polyuria,  thirst,  and  absence  of 
<jedoina  in  that  form  of  kidnov  disease. 

F.  Widal  and  E.  Javal  further  claim  that  by  regulating 
the  amount  of  chlorides  they  are  able  to  obtain  hydration  or 
<lehydration  of  the  system  in  accordance  with  a  high  or  a  low 
amount  of  chloride  in  the  food.     Salts,  thev  state,  are  most 
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dangerous  foodstuffs  in  many  cases  of  parenchymatous 
nephritis,  and  a  chloride  reduction  is  a  most  important  point 
in  therapy  ;  and  so  long  as  the  food  be  free  from  salt,  or  does 
not  contain  more  than  a  teaspoonf ul  in  the  day's  consumption, 
bread,  meat,  sugar,  potatoes  and  butter  may  be  used  without 
fear. 

Senator,  writing  in  1905,  states  "  that  the  withholding  of 
chlorides  is  followed  by  a  decrease  of  dropsy '' ;  and  other 
writers,  "  that  polychloruria  indicates  a  phase  of  oedema 
resorption;  and  as  oedema  plays  an  important  part  in  so-called 
ursemic  disturbance,  it  is  essential  to  withdraw  chlorides  as 
far  as  possible  from  all  food  and  medicine." 

The  lack  of  chlorides  explains  the  general  usefulness  of 
milk  in  acute  nephritis ;  but  as  milk  in  sufficient  quantity  to 
maintain  life  would  contain  not  only  an  excess  of  water 
(as  already  stated  above)  and  too  much  proteid,  but  also  of 
chlorides,  it  is  easy  to  arrange  a  diet  with  less  salt  than  milk 
contains — such  as  bread,  butter,  vegetables  cooked  ^vithout 
salt,  along  with  about  one  and  a  half  to  two  pints  of  milk  and 
cream.  This  diet  is  well  tolerated  and  active  in  combating 
oedema  and  ursemic  symptoms. 

I  shall  not  follow  this  branch  of  the  subject  further.  Enough 
has  been  said  to  point  to  the  valuable  hints  as  to  treatment 
in  some  of  the  graver  aspects  of  acute  and  subacute  nephritis, 
and  I  shall  only  refer  to  one  or  two  other  novelties  in  treat- 
ment. 

The  use  of  glycerine  extracts  of  kidneys  has  been  tested  on 
the  analogy  of  the  benefit  derived  from  thyroid  extract  in 
cases  of  myxoedema,  and  recommended  by  Drs.  Tessier  and 
Kenaud  as  beneficial  in  uraemia,  and  even  in  cases  of  scarlatinal 
nephritis.  But  so  far  as  I  have  been  able  to  discover,  tliis 
favourable  result  has  not  been  confirmed  at  the  hands  of 
other  physicians. 

Again,  surgery  has  come  forward  to  give  what  help  it  can. 
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and  simple  splitting  of  the  capsule,  or  complete  decapsulation 
of  the  kidneys  has  been  tried  ;  but  the  results  hardly  justify 
these  operations  whether  in  acute  uraemia  in  young  patients 
or  in  the  more  chronic  parenchymatous  or  interstitial  con- 
tracted organs.  Some  of  the  cases  in  which  relief  and  cure 
have  been  claimed  were  at  the  same  time  treated  by  the 
recognised  medical  treatment  to  which  I  have  referred,  while 
in  others  the  operation  had  to  be  repeated  at  short  intervals, 
because  a  new  and  equally  unstretchable  fibrous  investment  had 
rapidly  formed  after  the  operation.  Last  year  the  operation 
seems  to  have  fallen  into  the  obUvion  it  merits. 

I  shall  conclude  these  remarks — already  far  too  long — by 
touching  on  two  or  three  prominent  symptoms  which  obtrude 
themselves  in  cases  of  chronic  interstitial  nephritis.  This 
variety  difEers  in  many  points  from  those  already  discussed, 
whether  we  view  it  from  an  setiological,  pathological,  or 
clinical  point  of  view.  In  it,  as  we  know,  albuminuria  and 
dropsy  are  noted,  comparatively  speaking,  for  their  absence, 
while  cardiac  and  circulatory  changes  are  evident.  The 
simple  hj^ertrophy  of  the  left  ventricle  of  the  heart — some 
times  to  an  enormous  size — ^vithout  valvular  lesions,  the 
intensification  of  the  aortic  second  sound,  and  the  high  arterial 
tension  are  well  known  clinical  features ;  while  the  tendency 
to  the  complications  of  inflammation  of  the  serous  mem- 
branes— peritoneum,  pleura,  lung,  pericardium  and  endo- 
cardium— is  fully  recognised.  With  the  structural  changes 
in  the  walls  of  the  arterioles  the  risk  of  rupture  of  the  retinal 
vessels,  causing  partial  blindness,  and  those  of  the  brain, 
producing  apoplexy,  are  ever  present  to  the  physician's  mind. 
Too  often  doi's  it  happen  that  the  diagnosis  of  cirrhotic  disease 
of  tlie  kidneys  is  arrived  at  for  the  first  time  by  the  occurrence 
of  this  latter  complication,  when  the  patient's  hfe  is  beyond 
recovery,  while  many  a  patient  first  learns  the  gravity  of  his 
state  by  the  warning  of  the  ophthalmic  surgeon  :   "  This  is  not 
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a  case  for  me  ;  glasses  will  do  you  no  good.  You  had  better 
consult  your  physician." 

Can  medical  treatment  do  anything  to  ward  off  a  fatal 
result  in  cases  of  this  disease  ?  Unhesitatingly  we  can  answer 
in  the  affirmative. 

Medicine  and  medical  treatment  can  do  much  to  prolong 
life,  and  cure  or  mitigate  serious  complications,  by  protecting 
the  kidney  from  over-taxation  on  its  diminished  and  ever- 
gradually  diminishing  glandular  epithelium,  by  invigorating 
the  whole  system  of  the  patient,  and  by  sparing  the  heart 
on  the  one  hand  and  strengthening  it  on  the  other. 

In  many  respects  the  same  line  of  diet  is  advisable  as  in 
the  chronic  parenchymatous  disease,  but  exception  is  to 
be  made  to  the  strictness  (1)  in  limiting  the  amount  of  liquids 
ingested,  (2)  the  deprivation  of  chlorides,  and  (3)  as  to  the 
amount  of  animal  food  permitted. 

On  this  last  point  von  Noorden  writes — "  I  have  found 
no  reasonable  objection  to  the  administration  of  meats — 
dark  or  white  make  little  difference— to  these  patients.  I 
have  found  it  much  easier  to  feed  them  in  a  rational  way, 
and  to  raise  their  general  strength  by  allowing  a  diet,  including 
proteids,  to  the  amount  of  about  6  to  7  ozs.  of  raw  meat 
in  the  day  for  a  man  of  11  stones." 

The  guide  in  treatment  is  really  with  regard  to  the  state 
of  the  muscle  of  the  heart.  Should  dilatation  of  the  ventricle 
occur,  it  is  at  once  an  indication  of  cardiac  weakness,  no 
matter  whether  the  organ  be  already  hypertrophicd  or  not, 
and  if  this  is  taking  place  there  will  be  the  storm  signals  of 
dyspnoea,  asthma,  and  insomnia.  Under  such  circumstances 
the  amount  of  water  allowed  should  be  reduced,  so  as  not 
to  over-fill  the  already  crowded  blood-vessels,  while  the 
liquid  nourishment  should  be  reduced  by  half,  although 
the  effect  will  be  to  temporarily  increase  the  albumen  in 
the  urine — but  the  heart  will  become  stronger. 
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Next  to  the  heart,  or  rather  along  with  it,  we  have  in  the 
state  of  the  arteries  another  valuable  guide.  Where  increased 
arterial  tension  is  evident,  the  daily  use  of  nitroglycerine, 
trinitrin,  or  the  nitrite  of  sodium  is  of  the  greatest  benefit, 
and  a  remarkable  change  for  the  better  in  the  pulse  takes 
place,  and  with  it  in  the  general  health  of  the  patient. 

I  have  found  j/,,,  gr.  of  nitroglycerine  administered  three 
times  a  day,  or  gr.  i  to  gr.  1  of  sodium  nitrite,  to  act  as  a  charm. 
Those  medicines  must,  however,  be  frequently  repeated,  as 
their  effect  on  tension  is  evanescent,  but  if  persevered  in  for, 
say.  one  or  two  months  at  a  time,  I  found  it  possible  afterwards 
to  reduce  the  dose  or  do  without  it  altogether. 

Another  medicine  of  similar  and  even  greater  benefit  has 
been  iodide  of  potassium,  persevered  in  for  weeks  and  months. 
Not  only  does  it  lower  tension  but,  by  its  action  on  the 
arterial  nutrition,  it  reduces  the  risks  of  haemorrhage  in  the 
brain  or  the  retina,  and  causes  the  retinal  mischief  of  former 
ruptures  to  be  limited  and  the  extravasations  to  be 
absorbed. 

Among  the  distressing  symptoms  which  one  is  called 
upon  to  treat  in  atrophic  nephritis  is  insomnia.  This  may  be 
an  evidence  of  approaching  urtcmia,  and  may  shortly,  and 
perhaps  abruptly,  terminate  in  coma  or  convulsions. 

The  best  treatment  lies  in  restricting  the  diet  for  a  few 
days,  though  not  limiting  water,  and  administering  chloral 
by d rati*  in  full  doses.  Should  it  fail  to  cause  sleep,  hyoscin 
hydrobroinid  may  be  used  \vith  benefit,  and  after  that 
morpliin  hypodermically. 

The  use  of  morphin  in  renal  disease  must  ever  be  approached 
with  caution,  and  should  be  entirely  forbidden  in  the  urwmic 
3ym])toms  of  acute  nephritis,  but  it  is  a  valuable  addition 
to  our  tlieraixMitic  agents  in  the  chronic  condition  we  are 
now  considering.  It  relieves  the  asthma,  it  checks  the 
vomiting,  it  rahns  tiie  headaches,  it  secures  sleep,  and  in  the 
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status  epilepticus  of  uraemia  it  curtails  the  fits  and  prevents 
their  recurrence. 

For  the  convulsions  themselves,  chloroform  inhalations, 
when  the  patient  is  I'nible  to  swallow,  or  chloral  hydrate 
in  20  to  30  gr.  doses  by  the  mouth,  or  40  to  GO  gr.  by  the 
rectum,  will  prove  our  best  remedy. 

No  case  is  ever  so  bad  as  to  be  beyond  the  hope  of  relief  by 
treatment,  and  there  is  sometimes  a  most  agreeable  surprise  in 
store  for  us  when,  out  of  the  status  epilepticus,  or  the  deep, 
profound  coma  of  uraemia,  we  find  our  patient  restored — tem- 
porarily it  may  be,  but  still  restored — to  a  condition  when 
activities  of  life  are  again  resumed,  and  the  patient  is  again 
enabled  to  discharge  his  social  and  domestic  duties  for  perhaps 
months  or  years  subsequently. 
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Pathologist  to  the  Richmond  Hospital. 

[Read  before  the  Section  of  Medicine,  January  31,  190S.] 

It  is  hardly  necessary  for  me  to  explain  that  I  do  not 
propose  to  deal  with  the  pathology  of  nephritis  in  any 
very  exhaustive  way.  The  subject  is  so  large  that  it 
would  he  impossible  to  do  so  within  the  limits  of  this 
paper.  I  have  thought  it  best  to  confine  myself  to  a  con- 
sideration of  some  of  the  more  important  parts  of  the 
subject,  and  I  propose  to  deal  with  the  aetiology  of 
nephritis,  its  classification,  and  the  pathology  of  the 
changes  in  the  heart  and  vessels,  as  these  changes  appear 
to  me  very  largely  responsible  for  many  of  the  symptoms 
of  the  disease.  Even  with  the  subjects  I  have  named  I 
can  deal  only  very  shortly,  and  I  do  not  propose  to  con- 
sider at  all  the  causation  of  oedema  or  of  uraemia.  Mucli 
of  the  discussion  that  took  place  about  nephritis  for  a 
considerable  time  after  Bright's  discovery  of  the  connec- 
tion between  renal  disease  and  albuminuria  and  dropsy 
dealt  largely  with  the  anatomical  varieties  of  the  disease, 
and  only  comparatively  recently  has  much  attention  been 
given  to  its  leliology.  When  certain  chemical  bodies  arc 
excreted  by  the  kidney  we  know  that  Ihey  exert  a  harm- 
ful iiifluonre  on  the  epithelium  of  the  glomeruli  and  ol 
the  tubes,  and  show  evidence  of  this  influence  by  degen- 
erative and  inflammatory  changes  in  the  renal  paren- 
chyma, and  by  the  presence  of  albumen  and  tube  casts  in 
the  interstitial  tissue  as  well  as  the  epithelial  cells  of  the  || 
the  urine.     'I'lie  changes]  may  affect  the  blocxl  vessels  and 
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tubes,  but  in  the  milder  cases  they  affect  the  epithelial  cells 
only.  It  has  been  attempted,  both  from  the  pathological 
and  from  the  clinical  standpoint,  to  separate  the  cases 
where  only  degenerative  effects  on  the  epithelium  are  pro- 
duced from  those  in  which  the  condition  is  more  dis- 
tinctly of  an  inflammatory  kind.  But  it  is  neither  clini- 
cally nor  anatomically  possible  to  draw  a  sharp  line  of 
distinction,  for  purely  degenerative  affections  often  cause 
very  marked  urinary  changes,  and  though  these  processes 
in  the  epithelium  must  be  considered  as  only  degenerative 
if  one  holds  the  view  that  inflammatory  changes  occur  in 
the  interstitial  tissue  alone,  it  is  usual  to  consider  them  as 
inflammatory  for  one  reason  among  others — that  the  same 
iiTitant  which  in  small  quantity  produces  these  degen- 
erative changes  in  greater  quantity  or  longer  duration 
produces  distinctly  inflammatory  conditions  of  the  inter- 
stitial tissue. 

We  know  a  good  many  substances  which  act  as  exciting 
causes  of  acute  nephritis.  Of  these  all  are  poisons  of  one 
or  other  sort.  For  instance,  in  scarlatina  and  in  many 
other  infectious  febrile  diseases,  acute  nephritis  is 
common,  but  it  occurs  also  in  some  non-febrile  conditions, 
«uch  as  beri-beri,  so  that  it  is  due  not  to  the  rise  of  tem- 
perature but  to  the  microbes  that  cause  these  diseases  or 
to  their  toxins.  There  is  evidence  that  the  bacteria  in 
some  cases  can  be  the  exciting  cause  of  the  disease,  for  it 
is  possible  to  produce  acute  nephritis  by  intravascular  in- 
jection of  micro-organisms,  such  as  Staphylococcus 
aureus,  anthrax  bacillus,  and  others;  while  the  products 
of  these  organisms  had  no  effect,  or  very  little,  on  the 
kidneys.  On  the  other  hand  wo  know  that  nephritis  is 
common  in  diphtheria,  while  the  diphtheria  bacillus  is 
not  present  in  the  kidney  or  other  tissues,  and  injection 
of  diphtheria  toxin  is  known  to  produce  nephritis. 


52  Pathology  of  Nei^hritis. 

Acute  nephritis  is  also  produced  by  soluble  poisons  of 
faon-bacterial  origin.  Many  of  these  have  been  found 
capable  of  producing  nephritis  of  slight  or  marked  degree 
according  to  their  nature  and  the  duration  or  intensity 
of  their  action.  Of  these,  some  are  such  as  are  used  in 
sinall  quantities  for  medicinal  purposes,  such  as  tar, 
glycerine,  mercury,  sulphuric  acid. 

^  Certain  abnormal  urinaiy  constituents,  such  as  acetone, 
pan,  during  their  excretion  by  the  kidney,  cause  nephritis, 
and  probably  acetone  is  sometimes,  if  not  always,  the 
pause  of  the  chronic  nephritis  which  occurs  in  diabetes. 
At  any  rate,  albumon  and  acetone  often  begin  to  occur  in 
the  urine  at  about  the  same  jieriod  of  the  disease. 

There  are  also  certain  substances,  such  as  potassium 
phlorate,  which  give  rise  to  hiemoglobinuria  by  cytolysis, 
and  sometimes  to  nephritis.  It  is  probable  that  this 
cytolysis  is  the  cause  of  the  acute  nephritis  which  follows 
burns,  and  it  is  possibly  also  the  cause  of  the  nephritis 
which  occurs  in  certain  chronic  skin  diseases.  There  are 
certain  cases  of  acute  nephritis,  such  as  those  that  are  due 
to  exposure  to  cold  and  those  occurring  in  connection  with 
pregnancy,  that  so  far  have  not  been  satisfactorily  ex- 
plained, and  are  not  known  to  be  caused  by  any  sort 
of  poison.  But  in  those  cases  of  acute  nephritis  of  which 
we  knf)w  anything  of  the  exciting  cause,  that  exciting 
cause  is  a  poisonous  substance  of  some  sort. 

But  when  wo  come  to  consider  chronic  nephritis  wo  find 
that  we  have  little  or  no  knowledge  of  the  exciting  cause 
in  either  of  its  varieties. 

Tlius  we  find  so-called  chronic  parenchymatous  nephritis 
is  attributed  to  continued  or  repeated  action  of  cold  or 
damp,  to  various  constitutional  diseases,  to  cardiar 
disenwe,  lo  chronic  intoxication,  particularly  to  alcoholic 
excess  (though  this  is  more  concerned  in  the  production 
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•of  the  interstitial  form  of  the  disease),  and  to  heredity,* 
most  of  which,  and  probably  all  of  which,  are  to  be  con-: 
sidered  as  merely  predisposing  causes.  And  as  to  inter- 
stitial nephritis,  except  that  there  is  some  relation  i(T 
gout,  to  lead  poisoning,  and  probably  to  diabetes,  so  that 
the  poison  of  gout,  lead,  or  some  abnormal  urinary  con- 
stituent may  possibly  be  the  exciting  cause  in  some  of 
these  cases,  we  know  very  little  about  the  causation.  Wo 
may  perhaps  conclude  from  what  we  know  of  the  exciting 
causes  of  acute  cases  that  chronic  cases  have  exciting 
causes  of  the  same  nature  ;  and  we  must  suppose,  I  thinki 
as  the  renal  condition  is  a  progressive  one,  that  the  causo 
must  be  one  which  is  long-continued  in  its  action.  Thq 
chronicity  of  nephritis  has  been  attributed  by  Ascoli  and 
Pigari  to  nephrolysins.  They  injected  emulsion  of  dog'3 
kidney  into  rabbits  sulK-utaneously,  and  found  that  a  cyto- 
lytic substance  or  nephrolysin  (heteronephrolysin)  was 
produced  in  the  rabbits'  serum  which  did  not,  when  in- 
jected into  dogs,  aifect  the  red  corpuscles,  but  after  four 
to  eight  days'  latency  produced  an  intense  albuminuria 
with  blood  and  casts  in  the  urine,  which  condition  lasted 
often  two  and  a-half  months  and  over.  They  never 
succeeded,  however,  in  producing  oedema  or  uriemia,  but 
a  condition  of  general  ill-health  was  produced.  After 
ligature  of  the  ureter  or  nephrectomy  on  one  side  in 
rabbits,  their  serum  contained  an  isonephrolysin — that  is, 
when  injected  into  other  rabbits  it  produced  the  same 
result  as  those  detailed  in  dogs  after  a  latent  period  of  a 
few  days,  but  the  results  were  loss  marked. 

Dogs,  after  injection  of  heterolysins,  have  in  their 
serum  an  isolysin,  for  when  the  serum  is  injected  intq 
other  dogs  after  a  latent  period  nephritic  symptoms  are 
l)roduced.  Further,  there  is  evidence  of  autolysius  pro- 
duction, as  rabbits  after  ligature  of  the  ureter,  or  nephrec- 
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tomy,  not  only  form  an  isolysin,  bnt  also  sometimes,  but 
not  always,  have  themselves  albuminuria. 

Generally,  then,  injury  to  the  kidney  in  the  same 
animal,  or  in  one  of  another  species,  even  when  the  injury 
is  so  slight  a  matter  as  that  produced  by  nephrectomy  or 
ligature  of  the  ureter,  produces  abnormal  metabolic  products 
or  nephrolysins.  The  production  of  autolysins  would 
account  in  these  cases  for  the  chronicity  of  the  disease. 
If  a  dog  is  injected  at  the  same  time  with  heterolytic 
serum  and  also  with  the  serum  of  a  dog  which  was  in- 
jected with  heterolytic  serum  some  weeks  before  and  has 
overcome  its  eifects,  it  is  found  that  the  latent  period  is 
seven  days  longer  than  if  only  heterolytic  serum  is 
injected.  So  there  is  some  evidence  of  anti-nephrolysins. 
The  existence  of  these  would  account  for  the  fact  that  re- 
moval of  one  kidney  or  ligature  of  the  ureter  does  not  always 
cause  albuminuria,  and  also  why  it  is  not  easy  to  produce 
strong  isolytic  serums  as  it  is  to  produce  strong  heterolytic 
serums.  It  suggests,  too,  how  the  healing  of  such  experi- 
mental lesions  occurs.  These  nephrolysins,  if  their 
existence  is  confirmed,  and  it  has  received  some  confir- 
mation, will  j)robably  become  of  groat  ini])ortanco  in  the 
pathology  of  nephritis.  I  shall  have  to  refer  to  them 
again  in  connection  with  hypertrophy  of  the  heart. 

After  Bright  had  published  his  conclusions  that  oedema 
and  albuminuria  were  connected  with  renal  disease  he  and 
many  of  his  followers  gave  veiy  accurate  and  anatomical 
descriptions  of  different  varieties  of  diseased  kidneys,  and 
for  a  very  long  time  more  attention  was  ])aid  first  to  the 
anatomy  and  afterwards  to  the  histological  changes  in  the 
kidneys  as  a  basis  of  classification  of  nephritis  than 
appear  to  l)n  justified  by  its  importance,  l^right  himself 
doscribcMl  tliree  rhief  varieties,  whicii  seem  to  corresjiond 
to    amyloid     kidney    and    chronic    parenchymatous    and 
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granular  kidney.  He  did  not  commit  himself  to  their 
identity,  but  was  inclined  to  regard  them  as  various  stages 
of  the  same  disease.  He  considered  the  disease  probably 
degenerative,  but  possibly  inflammatory,  and  due  to  sub- 
stances carried  from  the  skin. 

Rayer  describes  six  forms  of  renal  disease — two  acute 
and  four  chronic.  He  did,  however,  separate  these 
forms  strictly  from  each  other.  Henle  gave  the  first 
detailed  description  of  the  histology  of  diseased  kidneys. 
He  described  an  inflammatory  exudation  partly  into  the 
tubes  and  partly  into  the  interstitial  tissue,  and  its 
organisation  in  the  latter  case  into  connective  tissue. 

Frerichs  also  believed  the  afiection  inflammatory,  and 
described  three  stages  —  (1)  Hyperaemia  with  beginning 
exudation ;  (2)  exudation  and  beginning  retrogression ; 
and  (3)  retrogression  and  atrophy.  But  he  doubted  the 
existence  of  connective  tissue  in  nephritis  as  a  rule. 

Traube  separated  clinically  and  pathologically  amyloid 
kidney  and  congested  kidney  from  proper  nephritis.  He 
considered  the  interstitial  changes  primary  and  the  tubal 
secondary,  and  rejected  the  idea  of  parenchymatous 
changes  altogether. 

The  recognition  of  amyloid  disease  and  simple  con- 
gestion, and  their  separation  from  nephritis,  put  an  end 
to  much  of  the  confusion  that  had  existed. 

Wilks,  on  the  other  hand,  considered  interstitial 
nephritis  an  independent  affection.  The  views  of  George 
Johnson  are  very  important.  He  considered  nephritis  to 
be  a  constitutional  and  not  a  purely  local  affection,  and 
due  probably  to  some  morbid  condition  of  the  blood,  and 
that  the  epithelial  cells  of  the  tubes,  and  particularly  of 
the  convoluted  tubes,  were  mainly  affected  (acute  and 
chronic  desquamative  nephritis). 

In  the  chronic  forms,  which  correspond  to  contracted 
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kidney,  he  described  thickening  of  the  basement  mem- 
branes of  the  tubes  and  the  formation  of  fibrous  tissue. 
He  also  described  the  thickening  of  the  arteries,  and  par- 
ticularly described  large  white  kidney  as  a  variety  of 
parenchymatous  nephritis  and  its  occasional  change  into 
contracted  kidney,  lie  considered  contracted  kidney  aa 
an  independent  affection.  His  views,  which  were  largely 
held  in  England,  of  the  duality  of  nephritis  were  directly 
opposed  to  those  of  Frerichs,  who  considered  the  different 
anatomical  appearances  were  due  to  the  same  disease  in 
different  stages. 

Much  of  the  discussion  as  to  the  anatomical  classifica- 
tion arose  probably  from  the  fact  that  in  these  compara- 
tively early  times  histological  methods  were  not  suffi- 
ciently good  to  allow  of  accurate  investigation  of  the  renal 
changes.  Weigert,  working  by  improved  methods,  ex- 
pressed himself  as  strongly  opposed  to  the  idea  that 
nephritis  could  be  separated  into  different  anatomical 
varieties  Recording  to  the  particular  tissue  involved.  He 
insisted  that  parenchymatous  changes  were  always  accom- 
panied by  interstitial  changes,  and  that  the  differences  in 
the  amount  of  interstitial  tissue  were  solely  of  a  (juanti- 
tative  kind.  He  pointed  out  that  differences  in  the  colour  of 
the  kidney  were  mainly  due  to  two  circumstances — first, 
the  amount  of  blood  in  the  kidney,  and  secondly,  the 
amount  of  fatty  change  of  the  ej)ithelial  cells. 

The  parenchymatous  changes  he  considered  as  a  rule 
primary,  and  the  different  anatomical  forms  differed 
according  to  the  course  and  duration,  and  his  classifica- 
tion is  mainly  based  on  the  different  degrees  of  <hronicity 
of  the  disease  in  different  cases. 

Weigert's  views  are  in  the  main  .shared  by  Senator  and 
many  other  authorities,  and  it  is  certain  that  no  such 
thing  exists  as  a  nephritis,  acute  or  chronic,  which  in- 
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volves  only  one  tissue  of  the  kidney,  except  such  acute 
cases  as  merely  cause  parenchymatous  change  in  the  tubal 
epithelium.  Such  cases  are  considered  purely  degenera- 
tive by  many. 

The  use  of  the  terms  parenchymatous  and  interstitial, 
however,  is  still  common,  and  provided  we  do  not  take 
them  in  their  literal  meaning  they  are  no  more  inaccurate 
than  many  other  medical  terms  we  all  use.  Of  course, 
diffuse  nephritis  with  predomineuce  of  parenchymatous 
change  or  of  interstitial  change  would  be  more  accurate. 
With  regard  to  acute  nephritis,  with  the  exception  of  such 
cases  as  I  have  above  mentioned,  the  changes  are  in  all 
cases  diffuse,  and  do  not  involve  a  single  tissue,  for  though 
the  terms  glomerulo-nephritis  and  tubular  nephritis  are 
used  they  must  be  taken  merely  to  mean  such  kidneys  as 
have  glomerular  and  tubular  changes  well  marked,  and 
not  as  excluding  interstitial  change,  though,  of  course, 
such  interstitial  change  may  be  very  slight. 

Now,  with  regard  to  classification,  if  we  knew  more  of 
the  aetiology  of  these  conditions  than  we  do  it  would  be 
possible  to  classify  nephritis  according  to  its  causation, 
which  is,  no  doubt,  a  very  satisfactory  basis  for  a  classi- 
fication. But  no  classification  based  on  the  anatomical 
or  histological  differences  in  the  kidneys  can  be  wholly 
satisfactory,  for,  as  has  been  pointed  out,  a  sharp  line  of 
distinction  cannot  be  drawn  in  either  the  anatomical 
features,  nnd  that,  though  there  are  certain  types,  there 
are  many  kidneys  that  do  not  accurately  correspond  to 
either  type.  The  classification  usually  adopted  is  based 
partly  on  the  chronicity  and  partly  on  the  tissue  mostly 
markedly  involved — (1)  acute  nephritis;  (2)  chronic- 
parenchymatous  nephritis  or  chronic  diffuse  nephritis 
without  induration  ;  and  (3)  chronic  interstitial  nephritis 
or  chronic  nephritis  with  induration. 
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A  certain  amount  of  sub-division  of  some  or  all  of  these 
classes  lias  been  attempted,  and  is  perhaps  convenient, 
though  in  using  the  terms  employed  they  cannot  always 
be  taken  quite  in  their  literal  meaning.  Acute  nephritis 
is  sub-divided,  according  to  the  tissue  most  involved  (for 
all  except  the  slightest  cases  are  diffuse),  into  glomerulo- 
nephritis, tubular,  and  diffuse,  the  last  term  beini^ 
applied  to  cases  where  no  particular  tissue  is  pre-emi- 
nently affected. 

Chronic  indurative  nephritis  is  usefully  divided,  accord- 
ing to  its  origin,  into — (1)    primary  indurative    nephritis  ; 

(2)  secondary  indurative  nephritis  (secondary,  that  is,  to 
parenchymatous),    and    has  generally  included  under  it 

(3)  arteriosclerotic  kidney. 

The  terms  contracted  kidney  and  granular  kidney  are 
often  used,  and  fit  certain  cases  of  interstitial  nephritis. 
But  in  many  cases  the  kidney  is  not  contracted  or 
granular,  though  it  possesses  the  histological  characters 
of  interstitial  nephritis.  Chronic  nephritis  without  in- 
duration it  is  not  necessary  to  sub-divide,  as  the  differences 
between  the  large  white  kidney  and  other  anatomical 
varieties  are  not  of  any  importance.  The  view  that  is 
sometimes  put  forward,  that  large  white  kidney  is  always 
affected  with  amyloid  disease,  is  certainly  not  true. 

Though  amyloid  kidney  is  enlarged  and  white,  there 
are  certainly  kidneys  corresponding  to  the  description  of 
Johnson  which  are  not  amyloid,  but  have  the  characters 
of  diffuse  inflammation  without  induration.  It  must  be 
Tomcmborod  fhat  whether  we  consider  there  are  two  forms 
of  chronic  nephritis  or  only  one  the  views  of  Frericiis  are 
certainly  incorrect,  for  although  some  cases  of  parenchy- 
matous nephritis  do  become  secondarily  contracted  the 
groat  majority  of  cases  of  interstitial  ne])hritis.  judging 
from  the  kidneys  of  cases  which  die  early  in  the  disease. 
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never  have  a  stag'e  in  any  way  like  parenchymatous 
nephritis.  Though  some  cases  of  parenchymatous  and 
interstitial  nephritis  have  their  origin  in  acute  cases,  this 
is  only  so  comparatively  rarely.  Indeed,  there  is  little 
doubt  that  some  cases  supposed  to  be  acute  nephritis 
giving  rise  to  chronic  are  really  only  exacerbations  of  an 
existing  but  unrecognised  chronic  nephritis. 

We  have,  however,  two  main  types  of  chronic  nephritis 
from  the  clinical  point  of  vieAv  correspoudiug  in  typical 
cases  usually  to  the  two  anatomical  forms  which  are 
known  as  chronic  parenchymatous  and  chronic  interstitial 
nephritis,  and  even  admitting  that  thd  differences  in  these 
two  anatomical  forms  are  differences  in  degree  to  the 
relative  amount  of  the  different  tissues  involved,  and  that 
there  are  clinically  and  anatomically  many  cases  that  did 
not  accurately  correspond  to  the  types,  some  explanation 
is  necessary  of  the  different  clinical  course  these  typical 
cases  follow,  and  a  satisfactory  explanation,  I  am  afraid, 
is  at  present  not  forthcoming. 

It  has  been  supposed  that  the  clinical  differences  are 
not  due  to  any  difference  in  the  disease,  but  depend 
altogether  on  the  heart  -  -tliat  if  the  heart  does  not  hyper- 
trophy we  get  the  group  of  symptoms  which  we  clinically 
associate  with  parenchymatous  nephritis,  and  the  patient 
generally  dies  before  the  interstitial  changes  have  time 
to  be  well  marked,  so  that  the  kidney  is  still  large  and 
frequently  veiy  fatty ;  while  if  the  heart  hypertrophies 
oedema  does  not  occur,  and  the  disease  has  time  to  pro- 
gress further,  so  that  after  death  the  interstitial  changes 
are  not  well  marked.  In  support  of  this  view  it  is  pointed 
out  that  when  the  heart  fails,  as  it  does  late  in  the 
disease,  oedema  does  occur. 

Now,  even  if  this  view  were  true,  we  should  have  to  seek 
for  some  reason  why  hypertrophy  occurs  in  some  cases  and 
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not  in  others.  But  this  view  is  quite  untenable.  Hyper- 
trophy of  the  heart  does  not  invariably  occur  in  inter- 
stitial nephritis,  and,  moreover,  it  not  at  all  uncommonly 
does  occur  in  parenchymatous  nephritis.  Moreover,  the 
oedema  occurring"  in  interstitial  nephritis,  if  we  exclude 
cases  of  acute  exacerbations,  when  it  does  occur  late  in 
the  disease,  is  due  to  cardiac  failure,  and  is  quite  of  a 
different  sort  from  that  in  parenchymatous  nephritis. 
Besides,  the  hypertrophy  of  the  heart  does  not  occur  in 
the  very  earliest  stages  of  interstitial  nephritis,  and  it  is 
probable  that  the  nephritis  often  materially  precedes  ths 
cardiac  change.       • 

Though  the  histological  changes  in  the  kidney  are  not 
in  these  different — two  different — classes  strictly  separ-r 
able  from  one  another,  as  we  do  not  know  the  exciting 
cause  of  either  form  of  disease,  we  have  no  reason  for  con-f 
eluding  that  the  cause  in  these  two  types  of  disease  is  the 
same.  And  it  is  quite  possible  that  the  difference  in 
clinical  symptoms  depends  on  the  difference  in  the  excitr 
ing"  causes. 

I  now  pass  on  to  consider  the  changes  in  the  heart  and 
vessels.  Bright  pointed  out  the  frequent  occurrence  oi 
hypertro])hy  of  the  heart,  and  particularly  of  the  left 
ventricle,  without  valvular  disease,  lie  considered  the 
altered  constitution  of  the  blood  acted  as  an  irregular  and 
unusual  stimulus  to  the  heaxt  diret^tly  or  that  it  stimui 
lated  the  small  vessels  to  contraction,  atid  so  affected  th(» 
heart  indireclly  by  calling  forth  greater  exertion  on  its 
])art. 

Johnson  and  others  conlirnied  Bright's  observations, 
and  considered  the  hypertrophy  of  the  heart  due  to  thick- 
ening of  the  walls  of  the  small  arteries.  ,  With  regard  tcj 
the  Irecjuency  of  the  occurrence  of  hy])ertrophy  of  the 
heart,  analysis  of  a  large  number  of  <ases  shows  that  il 
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not  only  occurs  in  chronic  interstitial  nephritis  but  also^ 
though  less  frequently,  in  chronic  parenchymatous,  and 
even  in  some  cases  of  acute  nephritis — for  example,  in 
scarlatinal  nephritis. 

About  the  relative  frequency  of  its  occurrence  in 
different  forms  there  is  much  difference  of  opinion,  no 
doubt  because  the  dividing  lines  between  the  different 
forms  is  not  very  distinct.  Increase  of  blood  pressure 
occurs  in  acute  cases  before  cardiac  hypertrophy  can  be 
demonstrated.  The  hypertrophy  sometimes  affects  the 
left  side  of  the  heart  only,  sometimes  both  sides,  but 
mainly  the  left,  and  in  contracted  kidney  it  at  the 
beginning  affects  only  the  left  ventricle.  In  secondary 
contracted  kidney  there  is  also  only  hypertrophy  of  the 
left  heart,  and  often  the  right  heart  is  even  atrophied. 

In  contracted  kidney  simple  hypertrophy  occurs  unless 
indeed  such  circumstances  are  present  as  lead  to  secon- 
dary dilatation,  such  as  temporary  or  permanent  interfer- 
ence with  the  nutrition  of  the  heart,  such  causal  condition 
occurring  much  later  in  the  disease  in  contracted  kidney 
than  in  parenchj-matous  or  arteriosclerotic  lesions.  In 
parenchymatous  nephritis,  on  the  other  hand,  the  general 
impairment  of  nutrition  favours  dilatation,  and  eccentric 
hypertrophy  is  obvious.  In  arteriosclerotic  kidney  the 
heart  muscle  is  impaired  by  decrease  of  the  coronary 
arteries,  while  in  true  contracted  kidney  the  hypertrophy 
precedes  the  alteration  in  the  vessels. 

The  thickening  of  the  arteries  that  occurs  in  the  renal 
vessels  might  be  the  result  of  the  inflammatory  changes, 
and  do  not  differ  from  those  found  in  chronic  inflamma- 
tory processes  elsewhere,  but  of  course  in  the  arterio- 
sclerotic form  they  arc  primary  and  the  cause  of  the  disease. 

Gull  and  Sutton  described  a  hyaline  fibroid  change  in 
the  walls  of  the  small  arteries  affecting  the  intima  and 
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adventitia  and  a  liy aline  change  in  the  capillaries.  They 
consider  these  changes  the  cause  of  the  renal  affection, 
because  they  found  in  cases  of  cardiac  hypertrophy  the 
same  changes  in  healthy  kidneys.  The  appearances  that 
Gull  and  Sutton  described  are  almost  certainly  artefacts 
due  to  their  faulty  histological  technique,  and  all 
coats  of  tlie  vessels  are  generally  considered  to  be 
thickened. 

The  cause  of  these  cardiac  and  vascular  alterations  and 
their  relation  to  each  other  is  a  matter  of  difficulty. 
Experiments  have  been  performed  on  animals  to  learn 
the  effect  produced  by  excluding  part  of  the  renal  tissue 
from  the  circulation,  but  the  results  obtained  varied  so 
much  that  no  conclusions  can  be  drawn  from  them ;  but 
the  frequency  of  cardiac  hypertrophy  in  nephritis  makes 
it  certain  that  some  connection  exists  between  these  con- 
ditions, and  it  is  found  that  in  other  conditions  of  the 
kidney  involving  loss  of  parenchyma,  hydronephrosis, 
congenital  absence  of  the  kidney,  occlusion  of  a  ureter, 
cardiac  hypertrophy  occurs  commonly,  and  where  it  does 
not  occur  it  is  probably  due  to  the  general  state  of  low 
nutrition  not  allowing  it,  and  in  fact  loss  of  renal  tissue 
is  generally  followed  by  cardiac  hypertrophy. 

Two  sets  of  views  have  been  hold  as  to  the  causation  of 
cardiac  hypertrophy.  By  one  it  is  attributed  to  certain 
physical  conditions;  by  the  other  to  a  suj)posed  altered 
chemical  comj)Osition  of  the  blood.  I  shall  briefly  refer 
to  the  physical  explanation  first. 

It  has  been  su])posed  that  the  aortic  ])ressurc  is  in- 
creased, and  so  the  heart  made  to  do  more  work,  by  the 
destruction  of  numerous  small  vessels  in  the  kidneys  or 
by  compression  of  the  vessels  by  inflammatory  products. 
No  doubt  in  ncj)hritis  the  blood  does  moot  with  increased 
resistance   in    its    j)assage   through    the    kidney,    but  this 
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could  hardly  cause  increase  of  pressure  in  the  aorta,  as 
even  ligature  of  both  renal  arteries  fails  to  do  this. 

It  has  also  been  supposed  that  the  pressure  is  increased 
on  account  of  the  diminished  excretion  of  fluid  by  the 
kidneys,  but  in  contracted  kidney  the  water  excretion  is 
generally  increased,  and  certainly  not  diminished,  and 
even  if  it  were  the  vascular  system  is  capable  of  accom- 
modating itself  easily  to  even  a  greatly  increased  quan- 
tity of  fluid.  Another  explanation  on  physical  grounds 
is  that  the  compression  of  vessels  by  serous  effusion  causes 
the  heart  to  hypertrophy  by  increasing  its  work.  This 
explanation  might  avail  in  cases  of  nephritis  with  dropsy, 
but  not  in  contracted  kidney,  where  the  hypertrophy  of 
the  heart  is  most  frequent. 

Gull  and  Sutton  supposed  that  the  hypertrophy  did  not 
arise  from  the  renal  disease,  but  that  both  arose  from  the 
diseased  vessels,  which  they  considered  the  primary  affec- 
tion. But  though  this  is  so  in  arteriosclerotic  kidney  it 
is  not  so  in  true  contracted  kidney,  where  the  hypertrophy 
of  the  heart  comes  on  often  only  when  the  disease  has 
lasted  some  time. 

Johnson  attempted  to  explain  hypertrophy  of  the  heart 
in  contracted  kidney  as  follows  :  — The  blood  charged  with 
excrementitious  material  on  account  of  the  nephritis 
stimulates  the  small  arteries  to  contract,  and  thus  affects 
the  heart.  The  result  is  hypertroph}^  both  of  the  heart 
and  of  the  muscular  coat  of  the  vessels.  But  hyper- 
trophy of  the  muscular  coat  of  the  arteries  does  not  always 
occur,  aud  if  it  did  occur  in  the  kidneys  the  amount  of 
blood  ffoing-  to  them  and  to  the  urine  would  diminish 
instead  of  increasing  as  it  does.  These  theories,  then,  do 
not  cover  the  facts  of  the  case,  and  they  do  not  explain  in 
particular  the  hypertrophy  that  occurs  in  the  right  ven- 
tricle and  auricle. 
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There  is  some  experimental  evidence  that  the  retention 
of  nitrogenous  metabolic  products  is  an  irritant  to  the 
vascular  system,  for  injection  of  urea  into  the  blood 
causes  increase  of  pressure,  due  to  spasm  of  the  small 
arteries.  Of  course  such  spasm  is  only  temporary,  but 
repeated  attacks  of  spasm  can  cause  hypertrophy  of  the 
heart,  and  what  is  true  of  urea  is  true  also  of  other 
uriuary  substances,  and  though  a  large  quantity  of  urea 
was  used  in  these  experiments  it  is  possible  that  other 
substances  in  small  quantities  may  have  a  large  effect. 

Senator  believes  that  it  is  necessary  to  assume  different 
causation  for  the  hypertrophy  in  nephritis  of  different 
kinds.  He  believes  that  in  acute  nephritis  and  in  chronic 
I)arenchymatous  nephritis  the  vessels  and  the  heart  are 
strongly  irritated  by  metabolic  products,  and  that  if  the 
irritation  continues — as  it  does  in  chronic  cases — a  con- 
traction of  the  vessels,  sometimes  with  thickening,  occurs, 
and  also  general  hypertrophy  of  the  heart,  due  to  the 
chemical  irritation,  but  more  on  the  left  side  than  on  the 
right,  as  the  left,  besides  the  direct  irritation,  has  to  over- 
come the  contraction  of  the  vessels. 

In  contracted  kidney,  on  the  other  hand,  the  irritation 
is  less,  but  being  continued  it  leads  to  some  contraction 
of  the  vessels,  and  so  to  hypertrophy  of  the  heart. 

In  contracted  kidney,  however,  the  kidney  is  very 
slightly  altered  in  the  early  stage  of  the  disease,  and  it 
is  not  improbable  that  the  poison  causing  the  renal  con- 
dition may  cause  also  the  cardiac  and  vascular  change. 
Finally,  nephrolysins  are  believed  to  cause  hypertrophy 
of  the  heart.  Itabbits,  whose  ureters  were  tied  on  one 
side,  lived  from  two  to  eight  weeks.  Very  frequently  they 
showed  a  marked  hyj>ertroj)hy  of  the  left  ventricle  chiefly, 
whi(;h  was  the  more  remarkable  as  they  did  not  live  very 
long.     So  that,   besides   the  production  of   isolysins  and 
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autolysins,  there  was  this  alteration  in  the  heart.  Again, 
if  the  serum  of  a  normal  rabbit  be  injected  into  the  veins 
of  a  dog"  the  blood  pressure  is  unaltered ;  but  if  hetero- 
nephrolytic  serum  from  a  rabbit  be  injected  the  blood 
pressure  is  markedly  increased,  due  to  contraction  of  peri- 
pheral vessels.  Whether  the  effect  on  the  heart  is 
produced  by  the  contraction  of  the  vessels  or  also  by  a 
stimulation  of  the  muscle  is  not  certain. 


Dr.  Travers  Smith  said  it  was  a  good  thing  to  bear  in  mind 
that,  taking  a  comprehensive  view  of  the  subject,  nephritis  was 
not  altogether  a  destructive  process.     Nature  did  not  stand  by 
and  allow  the  body  to  fall  a  victim  to  the  disease  without  making 
a  fight  against  it.     She  had  two  lines  of  defence.     The  first  was 
high  arterial  tension  and  hypertrophy  of  the  left  ventricle,  by 
which  the  kidneys  had  a  greater  supply  of  blood  sent  to  them 
and  more  rapidly  passed  through  them,  this  making  up  for  some 
of  the  deficiency  in  the  action  of  the  kidney.     The  second  hue 
of  defence  was  oedema,  which,  however  they  might  regard  it, 
took  out  of  circulation  certain  toxic  substances.     Looking  upon 
oedema — as  well  as  upon  high  arterial  tension — as  conservative 
processes,   he  thought  there   were   certain   cases   of  extremely 
severe  uroemic  symptoms  where  it  was  a  good  thing  to  induce 
oedema.     He  had  been  struck  on  several  occasions  with  patients 
who  died  of  severe  ursemic  symptoms  without  ever  having  been 
in  the  least  oedematous,  and  he  had  thought  that   if  oedema  be 
a  conservative  process  they  might  have  been  saved  if  they  could 
have  been  made  oedematous.     He  had  given  a  man    who  had 
been  for  some  time  in  urremic  convulsions  and  coma    sodium 
chloride,  with  the  result  that  at  the  end  of  twenty-four  hours  he 
became  markedly  oedematous  and  made  a  good  recovery  from 
all  his  symptoms.     Ho  thought,  therefore,  that  these  two  con- 
servative processes  should  not  be  treated  directly  unless  they 
were  doing  harm  per  se,  and  they  should  watch  for  cases  in  which 
the  production  of  oedema  might  do  good. 

Sir  John  Moore  said  he  concurred  with  the  view  put  forward 
by  Dr.  Travers  Smith  as  to  the  beneficial  intluonce  of  a^doma  in 
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cases  of  chronic  renal  disease,  with  regard  to  which  he  had  read 
a  paper  before  the  British  Medical  Association  at  the  Oxford 
meeting.  The  general  view  in  regard  to  the  pathology  of 
nephritis  was  that  increased  arterial  tension  was  the  cause  of 
the  hypertrophy  of  the  left  ventricle  of  the  heart,  but  recently 
the  view  had  been  put  forward  that  the  high  arterial  tension  was 
the  result  of  the  forcible  action  of  the  heart  caused  by  the  circula- 
tion in  the  blood  of  an  increased  amount  of  nitrogenous  com- 
pounds, such  as  urea  and  its  allies.  He  could  not  go  with  Dr. 
Finny  in  dissenting  from  the  view  that  water  should  be  given 
freely  in  some  forms  of  nephritis.  He  looked  upon  water 
as  a  valuable  eliminant  in  cases  of  nephritis  ;  it  acted  on 
the  bowels  and  on  the  skin,  and  it  was  very  desirable  to  keep  the 
skin  active  in  all  forms  of  toxjomia,  but  the  water  should  be  soft 
water.  They  should  not  be  too  strict  in  dieting  chronic  nephritics ; 
milk  was  sometimes  very  distasteful  to  them,  and  was  not  easily 
digested,  and  sometimes  they  died  of  starvation  if  kept  off  an 
animal  diet.  It  was,  moreover,  just  as  necessary  to  treat  nephritis 
in  fresh  air  as  tuberculosis. 

Dr.  Finny,  in  reply,  said  he  did  not  take  the  view  that  oedema 
should  be  looked  upon  as  a  conservative  process,  when  the 
materials  which  were  stored  up  in  the  fluids  in  the  cavities  of  the 
body  wore  a  constant  danger  of  infection.  It  was  well  kno>^Ti 
that  the  presence  of  a  great  deal  of  dropsy  might  bo  compatible 
with  good  health,  but  it  would  hardly  be  looked  upon  as  a  con- 
servative process  saving  the  patients  from  some  other  danger. 
The  subject,  however,  was  open  for  consideration.  High  arterial 
tension  was  a  compensating  force,  but  at  all  times  was  a  matter 
of  groat  danger  ;  at  any  moment  there  was  tho  risk  of  rupture, 
and  tho  treatment  should  reallv  be  to  lower  tho  tension. 


SOME  UNUSUAL  PULMONARY  CASES. 
By  T.  GILLMAN  MOORHEAD,  M.D.,  F.R.C.PJ.  : 

Physician,  Royal  City  of  Dublin  Hospital. 
[Read  in  the  Section  of  Medicine,  March  6,  1908.] 

I.  Idiopathic  Pneumothorax. 

Pneumothorax  occurring  suddenly  in  individuals  apparently 
in  sound  health,  and  without  any  definite  cause,  such  as  injury 
or  violent  strain,  is  a  phenomenon  sufficiently  striking  to 
attract  attention  and  to  render  speculation  as  to  the  under- 
lying morbid  change  a  matter  of  interest,  more  especially  in 
those  cases  \\hich  recover  completely  and  remain  for  years 
subsequently  in  good  health.  The  condition,  though  rare  as 
compared  with  other  pulmonary  diseases,  has  attracted  much 
attention,  and  the  medical  Uterature  of  the  last  twenty-five 
years  contains,  in  addition  to  three  important  papers  on  the 
subject,  numerous  scattered  reports  of  individual  cases.  The 
three  important  papers  referred  to  were  published  in  the 
years  1882,  1887  and  1902  respectively,  and  contain  records 
of  all  reported  cases  up  to  these  dates.  The  first,  by  West, 
contains  references  to  twenty-four  records  in  all.  In  the 
second  F.  de  Havilland  Hall  was  able  to  raise  that  number  to 
thirty-one ;  while  in  the  third  Fussel  and  Reisman  have 
collected  fifty-five.  Since  1902  a  few  more  cases  have  been 
added,  but  doubtless  many  cases  are  not  ])ut  on  record,  as 
most  systematic  writers  on  diseases  of  the  lungs  refer  to  the 
occurrence  of  such  cases  in  their  practice  without  giving  any 
detailed  account  of  them.  It  is  not  now  my  intention,  there- 
fore, to  endeavour  to  bring  the  roll  up  to  date  by  the  enumera- 
tion of  all  the  cases  published  since  Fussel  and  Reismans 
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paper,  more  especially  since  none  have  been  recorded  which 
throw  any  fresh  light  upon  the  condition.  I  desire  merely  to 
report  a  case  which  came  under  my  own  notice  some  two 
years  ago,  and  which  I  have  had  an  opportunity  of  following 
closely  up  to  the  present  time.  This  is  the  second  case  of  the 
disease  that  I  have  met  with,  for  during  my  first  year's  hospital 
work  I  had  the  good  fortune  to  see  a  recurrent  case  of  the 
disease  which  was  under  Professor  Finny 's  care  at  Sir  P. 
Dun's  Hospital,  and  which  he  reported  very  fully  in  the 
DMin  Journal  aj  Medical  Science  for  April,  1898. 

The  notes  on  my  case  are  as  follow  : — 

J.  W.,  a  commercial  traveller,  aged  twenty-three,  was  admitted 
to  the  Royal  City  of  Dubhn  Hospital  on  January  11,  1906,  com- 
plaining of  pain  in  the  chest  and  difficulty  of  breathing.  Ho 
stated  that  four  days  previous  to  admission,  when  in  perfect 
health,  he  was  passing  through  the  hall  of  his  house,  intending  to 
go  out,  and  that  on  reaching  the  door  and  raising  his  hand  to  the 
latch  he  was  suddenly  seized  ^vith  a  violent  pain  in  the  right  side 
of  the  chest,  and  with  difficulty  of  breathing.  The  pain  was  so 
severe  that  he  was  compelled  to  sit  down,  and  shortly  afterwards 
was  assisted  to  bed.  My  colleague.  Dr.  Stoney,  saw  him  some 
hours  later,  and  then  detected  unequivocal  signs  of  pneumo- 
thorax on  the  right  side  of  the  chest. 

As  regards  his  previous  history,  the  patient  said  that  he  had 
never  been  ill  before,  and  that  he  had  not  had  any  cough  prior 
to  his  present  attack.     The  family  history  was  unimportant. 

On  admission,  the  patient  wa<s  found  to  be  a  tall,  rather  thin, 
but  well-made  man,  extremely  muscular,  and  of  good  general 
development.  He  was  suffering  greatly  from  dyspno['a,  and  the 
veins  in  his  neck  were  somewliat  distended.  Examination  of  his 
chest  showed  the  ri^^ht  side  to  be  quite  immobile  and  much  larger 
than  the  left.  The  heart  was  much  displaced,  with  the  apex 
brut  in  the  left  anterior  axillary  line.  Vocal  resonance  and 
frt'initus  were  absont  over  the  right  side,  as  were  al.so  the  breath 
sounds.  A  loud  tympanitic  note  was  obtainable  all  over  the 
ri^'ht  side,  and  extended  beyond  the  middle  line  to  the  left  margin 
of  the  sternum.     The  bruil  cCairain  was  beautifully  heard,  but  no 
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metallic  tinkling  was  audible,  althougli  there  was  some  free  fluid 
at  the  base  of  the  pleural  cavity,  as  proved  by  the  presence  of  a 
succussion  sound  and  by  shifting  dulness  at  the  base  of  the  chest 
behind.  The  liver  was  slightly  displaced  downwards.  There 
was  a  small  amount  of  mucoid  expectoration,  which  was  frequently 
examined  for  tubercle  bacilli,  but  wdth  negative  results.  The 
temperature  was  100°  F.  and  the  pulse  108  to  the  minute. 

Soon  after  admission  strapping  was  applied  to  the  chest,  but 
this  increased  his  dyspnoea  and  the  sense  of  oppression  in  his 
chest,  and  had  to  be  removed  some  hours  later.  Next  day  the 
dyspnoea  was  still  extreme  and  the  cardiac  displacement  greater, 
so  I  determined  to  puncture  the  chest  wall  and  relieve  the  tension. 
Before  doing  so,  however,  I  asked  Dr.  Parsons  to  see  the  case 
with  me,  and  on  his  concurring  in  the  advisableness  of  doing  so,  I 
introduced  a  trocar  and  cannula  into  the  sixth  intercostal  space 
in  the  mid-axillary  line,  with  the  result  that  there  was  an 
immediate  outburst  of  air  and  some  clear  serous  fluid.  The 
patient's  distress  was  at  once  relieved,  and  shortly  afterwards 
he  fell  asleep.  The  cannula  was  left  in  position  for  about  a  week, 
and  was  then  removed.  The  patient  steadily  recovered,  the 
physical  signs  of  pneumothorax  slowly  disappeared,  and  he  left 
hospital  on  the  8th  of  February  without  any  very  noticeable 
difierence  between  the  breath  soimds  as  heard  on  the  right  and 
left  sides  respectively.  Since  that  date  I  have  examined  the 
patient  on  several  occasions,  and  have  invariably  found  an 
absence  of  any  physical  signs  of  disease  in  his  chest.  He  has 
returned  to  his  work,  has  gained  weight,  and  looks  healthy  and 
vigorous  in  every  way. 

The  above  case  agrees  in  its  general  history  %vith  the 
majority  of  cases  of  the  kind  that  have  been  reported.  Fussel 
and  Reisman  point  out  that  the  condition  is  nine  times  more 
common  in  men  than  in  women,  and  that  it  is  most  often  met 
with  between  twenty  and  forty  years  of  age.  In  most  cases, 
however,  there  is  a  history  of  some  sudden  strain  at  the 
moment  of  rupture  of  the  lung  or  some  convulsive  effort,  such 
as  a  violent  fit  of  coughing  or  a  sneeze.  That  strain  is  not  an 
essential  feature  of  the  cUnical  history,  however,  seems  to  be 
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shown  by  the  present  case  and  by  the  report  of  a  case  in  a 
woman  in  whom  the  rupture  occurred  during  sleep.  The 
large  majority  of  cases  recover  in  from  one  to  two  months, 
and  in  most  of  them  it  has  been  unnecessary  to  tap  the 
pleura.  In  only  a  few,  moreover,  has  any  fluid  efiusion  been 
present. 

The  problem  as  to  the  aetiology  of  the  disease  has  given  rise 
to  various  theories,  none  of  which,  however,  can  be  subjected 
to  the  test  of  actual  investigation  by  inspection  of  the  pleural 
surfaces  so  long  as  the  present  happy  termination  is  met  with 
in  almost  all  the  cases.  Hall  supposes  that  in  every  case  some 
small  tubercular  patch  is  present,  situated  elsewhere  than  in 
the  apex  of  the  lung,  and  that  the  rupture  of  this  prior  to  the 
formation  of  limiting  pleural  adhesions  furnishes  the  required 
explanation.  Against  this  view  being  correct  in  all  cases, 
however,  we  have  the  following  facts : — (1)  That  many  cases 
have  been  followed  for  years  after  the  occurrence,  and  that 
in  none  of  them  did  pulmonary  tuberculosis  develop  ;  (2)  one 
fatal  case  was  observed  by  Ranking  and  Devillin,  in  which  no 
tubercular  tissue  was  found  at  autopsy ;  (3)  ChaufEard  and 
Osier  report  a  case  which  gave  no  reaction  to  tuberculin  ; 
(4)  in  the  present  case  the  opsonic  index  for  the  tubercle  bacillus 
was  found  to  be  normal. 

Another  and  more  likely  view  is  that  it  is  produced  by  the 
rupture  of  some  small  em]>hysematous  bulla,  such  as  may 
often  be  found  here  and  there  on  the  surface  of  comparatively 
healthy  lungs.  This  theory  is  strongly  opposed  by  many 
writers,  who  argue  that  no  sign  of  emphysema  is  to  be  found 
by  clinical  examination  of  the  individuals  concerned.  This 
statement  is  undoubtedly  correct,  but  does  not  invalidate  the 
theory  as  stated.  A  third  theory  would  put  the  onus  upon  the 
stretching,  by  muscular  strain,  of  pleural  adhesions  and  the 
tearing  away  of  a  small  piece  of  king  tissue.  Looking  over  the 
reports  of  cases  I  am  inclined  to  believe  that  the  most  likely 
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cause  in  most  cases  is  the  second  one  referred  to,  as  such  a 
theory  would  explain  the  fact  that  in  many  instances  the 
disease  has  occurred  at  different  times  on  both  sides,  and  has 
even  recurred  on  the  same  side  in  at  least  one  reported  case. 
The  rupture  of  an  emphysematous  bulla  could  hardly,  however, 
explain  a  case  reported  by  Lunchi,  in  which  a  pneumothorax 
occurred  on  the  left  side  in  a  patient,  and  was  followed  some 
months  after  apparent  complete  recovery  by  a  pneumo- 
pericardium developing  suddenly  and  without  strain.  In  such 
a  case  as  this  it  seems  necessary  to  assume  adhesion  between 
lung  and  pericardium,  and  probably  the  breaking  down  of  the 
adhesions  by  extension  of  the  disease  which  caused  them. 
If  this  disease  was  tuberculosis,  and  if  tuberculosis  is  a  cause 
in  some  cases,  the  subsequent  complete  recovery  may  perhaps 
be  attributed  to  the  rather  drastic  remedy  invented  by 
nature  itself.  The  same  therapeutic  means  has  been  employed 
by  man,  but  with  only  scant  success,  in  advanced  cases  of 
phthisis  pulmonalis. 

II.  Acute  Suffocative  Pulmonary  (Edema. 
The  following  two  cases,  which  occurred  during  the  last  tew 
weeks  under  my  care  in  the  Royal  City  of  Dublin  Hospital, 
illustrate  a  condition  which  has  not,  I ;  think,  received 
the  attention  that  it  deserves.  The  name  which  I  use  to 
designate  it  is  that  which  was  employed  by  Professor  Lindsay 
Steven,  of  Glasgow,  in  a  paper  on  the  subject  in  the  Lancet 
for  January  11,  1902,  and  since  then  the  same  name  has  been 
applied  to  a  similar  but  recurrent  oedema  of  the  lungs  by  H.  M. 
Hewlett.^  As  Lindsay  Steven  points  out,  very  little  notice  has 
been  taken  of  these  cases,  and  in  particular  they  appear  to 
have  escaped  the  attention  of  the  text-book  compiler.  It  is 
not  even  referred  to  in  Sir  Isambard  Owen's  "  Clinical  Lecture 
on  (Edema  of  the  Lungs,"  which  appeared  in  the  British 
Medical  Journal  for  January  2,  1904,  and  in  which  he  appears 
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to  only  recognise  the  chronic  variety.     The  following  are 
brief  notes  of  my  cases  : — 

Case  I. — W.  B.,  male,  aged  thirteen,  was  first  seen  about  two 
years  ago  as  an  out-patient.  He  was  then  suffering  from  chorea, 
and  bad  a  well-marked  systolic  mitral  murmur,  the  result  of 
several  previous  attacks  of  acute  rheumatism.  He  remained 
under  my  observation  as  an  out-patient  until  November,  1904, 
when  he  was  admitted  to  hospital,  and  passed  through  a  typical 
mild  attack  of  enteric  fever.  He  was  discharged  early  in 
January,  1905,  to  a  convalescent  home,  and  returned  to  school 
on  February  7.  On  the  day  previous  to  this  I  had  seen  him,  and 
found  him  then  imusually  well.  On  February  13  he  played  a 
game  of  football,  contrary  to  orders,  and  felt  rather  ill  that 
evening.  In  consequence  he  was  brought  to  my  dispensary  on 
the  following  day,  and  was  able  to  walk  the  distance  to  it  of 
about  a  mile.  On  arrival  he  looked  very  ill ;  his  pulse  was  feeble 
and  frequent,  and  he  had  a  sHght  cough.  He  was  at  once 
admitted,  and  examination  revealed  the  presence  of  a  slight 
pericardial  rub  over  the  base  of  the  heart,  in  addition  to  the  old 
systolic  murmur.  The  pulse  rate  was  112  per  minute.  A  few 
moist  rale'5  were  also  heard  over  the  base  of  both  lungs  ;  respira- 
tions 48  per  minute  ;  temperature  100°  F.  ;  urine  normal.  The 
patient  remained  quite  easy  and  without  complaining  imtil  9  p.m. 
on  that  evening,  at  which  hour  his  cough  began  to  become  more 
troublesome  and  he  began  to  expectorate  a  frothy  pinkish  wliite 
fluid.  During  the  next  few  hours  his  distress  increased,  and 
the  expectoration  became  much  more  profuse,  so  that  I  was  sent 
for  about  12  30  a.m.  On  my  arrival  half  an  hour  later  I  found 
the  boy  sitting  up  in  bed,  slightly  cyanoscd,  and  breathing  60  to 
the  minute,  while  a  fluid  similar  to  that  described  above  was 
literally  pouring  out  of  his  mouth.  The  pulse  was  fairly  good, 
130  per  minute,  and  the  boy  was  able  to  answer  a  few  questions 
addressed  to  him.  Examination  of  his  chest  revealed  the 
presence  of  loud  moist  rales  all  over  both  sides,  but  there  was  no 
dulness  to  be  detected.  The  heart  was  beating  strongly,  and 
the  pericardial  murmur  could  not  be  hoard.  Immediate  and 
powerful  stimulation  with  strychnin,  digitalin,  and,  later,  alcohol 
was  employed,  but  all  means  proved  useless,  and  about  5  a.m. 
the, patient  died. 
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Post-mortem. — A  complete  autopsy  was  performed,  and  the 
following  points  of  interest  were  noted : — The  lungs  were  very 
voluminous,  and  did  not  fall  away  from  the  front  of  the  chest 
on  opening  the  thorax.  The  pleural  surface  appeared  red  and 
slightly  dulled,  and  microscopical  examination  revealed  a  very 
early  stage  of  universal  pleuritis.  On  cutting  into  the  lungs  a 
large  quantity  of  typical  blood-stained  oedema  fluid  poured  out, 
and  a  similar  frothy  fluid  was  found  within  the  trachea  and 
bronchi.  About  an  ounce  of  turbid  fluid  was  present  in  the 
pericardial  cavity,  and  a  little  fresh  fibrinous  deposit  on  the 
anterior  aspect  of  the  heart.  Fresh  vegetations  were  found  on 
the  edges  of  the  mitral  and  aortic  valves.  The  myocardium  was 
microscopically  normal. 

Case  II. — This  case  was,  if  anything,  more  rapid  in  its  onset 
and  course  than  Case  I.  The  patient,  a  girl,  aged  eleven,  was 
admitted  to  hospital  on  April  4,  1905,  complaining  of  pain  in  the 
chest  and  slight  cough.  The  only  history  obtainable  was  that 
the  child  had  had  acute  rheumatism  on  two  previous  occasions, 
the  first  time  five  years  previously,  and  that  she  had  suffered 
more  or  less  from  her  heart  since  that  time.  On  examina- 
tion after  admission  the  typical  signs  of  pericarditis  with  consider- 
able effusion  were  found,  and  a  double  mitral  murmur  was 
detected.  The  lungs  were  normal  in  every  way.  There  was  slight 
albuminuria,  and  the  chlorides  were  almost  completely  absent 
from  the  urine.  Pvdse,  132  ;  respiration,  40  ;  temperature,  101°  F. 
During  the  next  week  the  effusion  began  to  diminish  rapidly, 
and  by  April  12  had  completely  disappeared.  The  child  at  this 
date  felt  perfectly  well,  and  could  only  \nth  difficulty  be  kept 
quiet  in  bed.  On  the  next  morning  some  slight  pain  in  the  chest 
was  complained  of,  but  careful  examination  revealed  nothing 
further  than  the  double  mitral  murmur.  The  pulse,  which  on 
the  previous  day  numbered  90,  was  now,  however,  120  to  the 
minute,  lungs  normal,  urine  free  from  albumen,  chlorides  still 
almost  absent.  The  child  remained  fairly  easy  until  10  30  p.m. 
that  night,  and  then  quite  suddenly  began  to  cough.  The  house 
surgeon,  Dr.  Hallowes,  examined  her  shortly  afterwards,  and 
foimd  that  she  was  coughing  up  enormous  quantities  of  frothy 
fluid,  and  that  loud  moist  rales:  were  audible  all  over  both  lungs. 
He  gave  strychnin,  digitahn  and  ether  injections    during    the 
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next  couple  of  hours,  but  as  these  had  no  effect,  and  as  the 
symptoms  were  increasing,  I  was  sent  for  about  1  a.m.  On  my 
arrival,  however,  the  child  was  dead,  in  less  than  three  hours 
from  the  onset  of  the  first  symptoms.  Dr.  Hallowes,  who  had 
seen  Case  I.,  described  above,  informs  me  that  the  symptoms  in 
this  case  were  identical  \A-ith  those  in  Case  T.,  and  that  during 
the  last  half  hour  of  life  the  fluid  was  pouring  in  almost  a  con- 
tinuous stream  out  of  the  mouth.  No  autopsy  could  be  obtained, 
but  such,  I  think,  was  unnecessary  as  far  as  diagnosis  was 
concerned. 

In  reporting  these  cases  I  do  not  msh.  to  maintain  that  they 
are  rare,  but  rather  to  impress  the  importance  of  being  aware 
of  the  possibility  of  such  an  occurrence,  and  of  being  prepared 
to  employ  at  the  earliest  possible  moment  free  stimulation. 
It  is  not  likely,  indeed,  that  in  such  acute  cases  as  those 
described  anything  would  be  of  avail,  but  at  any  rate  the 
gravity  should  be  at  once  recognised  and  treatment  not 
delayed.  As  already  pointed  out,  the  recognition  accorded 
to  the  condition  is  but  scanty,  and  about  the  best  description 
is  that  given  by  Osier  -  in  the  following  words  : — "  The 
symptoms  are  often  only  an  aggravation  of  those  already 
existing,  and  are  due  to  the  primary  disease,  whether  cardiac, 
renal,  or  general.  There  are  usually  increasing  dyspnoea 
and  cough,  and  on  examination  there  may  be  defective 
resonance  and  large  liquid  rales  at  the  bases.  There  are 
cases  in  which  the  oedema  comes  on  \vith  great  suddenness, 
and  in  chronic  Bright's  disease  it  may  prove  rapidly  fatal." 
West  ^  also  devotes  a  paragraph  to  the  "  acute  oedema,"  but 
hardly  seems  to  insist  sufficiently  upon  its  possible  gravity. 
On  the  other  hand,  no  reference  at  all  is  made  to  it  in  Clifford 
Alibutt's  System  unless  the  condition  be  regarded  as  identical 
with  the  "  active  congestion  of  the  lungs  "  of  some  authors. 
I  am  unable  to  find  any  reference  pointing  to  any  special 
connection  between  acute  pericarditis  and  acute  pulmonary 
oedema.     Cheadle,'  indeed,  writing  of  the  acute  rheumatism 
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of  children,  states  that  "  occasionally  endocarditis  and  peri- 
carditis together  with  myocarditis  run  an  acute  course ; 
delirium  supervenes,  respiratory  distress  becomes  great ;  "  but 
this  is  obviously  not  identical  with  the  cases  I  describe,  nor 
can  Sturges'"^  "  acute  carditis  "  be  regarded  as  identical  with 
it.  Possibly  the  condition  may  be  included  under  the  "  acute 
cardiac  failure  "  recognised  by  all  \vriters  as  a  possibility  in 
pericarditis,  but  if  so  the  term  "  cardiac  failure  "  is  being 
stretched  to  include  a  condition  which  does  not  present  the 
usual  symptoms  of  a  cardiac  death.  In  both  my  cases  the 
symptoms  appeared  to  be  primarily  pulmonary,  and  the 
absence  of  either  extreme  cyanosis  or  dilatation  of  veins 
pointed  in  the  same  direction ;  while  the  first  autopsy  con- 
firmed this  view,  as  it  showed  (1)  an  early  stage  of  acute 
universal  pleuritis ;  (2)  a  healthy  myocardium ;  (3)  no 
extreme  distension  of  the  right  side  of  the  heart.  Again,  the 
only  condition  that  I  have  seen  at  all  comparable  was  a  case 
of  albuminous  expectoration  following  the  removal  of  a  large 
pleural  effusion.  In  such  a  case  it  will  be  admitted  that  the 
condition  is  primarily  pulmonary,  and  yet  the  symptoms  are 
almost  identical  except  that  they  are  as  a  rule  unilateral. 
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DUODENAL    ULCER:  ITS  DIAGNOSIS    AND    TREAT- 
MENT,  WITH   ILLUSTRATIVE   CASES. 

By  A.  B.  MITCHELL,  M.B.,  F.R.C.S..  ; 

Surgeon,  Royal  Victoria  Hospital,  Belfast. 

[Read  in  the    Section  of   Medicine,   April  3,  1908.] 

Duodenal  ulcer  has  been  regarded  as  a  rare  disease. 
The  experience  of  operating  surgeons  during  the  past  ten 
years  proves  that  it  is  a  common  disease  instead  of  a  rare 
one,  and  that  its  symptoms  are  clearly  defined  instead  of 
obscure. 

Statistics  based  entirely  on  fost-mortem  records  have  proved 
totally  unreliable  when  checked  by  careful  observation  on 
the  actual  living  disease. 

Medical  text-books  have  been  content  to  include  gastric 
and  duodenal  ulcer  under  a  common  heading,  apparently 
regarding  it  as  unnecessary  or  impossible  to  arrive  at  an 
accurate  diagnosis  of  duodenal  ulcer.  Thus,  in  the  sixth 
edition  of  "  Osier's  Medicine,''  published  in  1905,  we  find  the 
following  : — "  Can  gastric  and  duodenal  ulcer  be  distinguished 
clinically  ?  In  the  great  majority  of  cases  they  cannot  be 
separated  during  life,  as  the  symptoms  produced  are  identical.'' 

This  emphatic  pronouncement,  coming  from  so  eminent 
an  authority  as  Prof.  Osier,  may  be  taken  as  representative 
of  the  general  view  of  the  profession  so  recently  as  three  years 
ago. 

My  object  in  bringing  this  communication  before  you  to- 
night is  to  emphasise  the  views  expressed  in  recent  papers  by 
Moynilinn,  Mayo  Robson,  W.  J.  Mayo,  and  other  leading 
abdominal  surgeons.  That  duodenal  ulcer  is  really  a  common 
affection  is  now  quite  certain.     Thus,  up  till  the  end  of  1906, 
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Moynihan  had  operated  on  114  cases.  That  it  is  not  rare  in 
my  own  immediate  neighbourhood  is  evident  by  the  tables  I 
have  submitted,  which  show  that  during  the  past  year  I  have 
met  with  nineteen  cases  in  which  the  diagnosis  was  verified 
by  actual  inspection  of  the  viscera.  True,  this  is  only  a  small 
number,  but  its  significance  is  great  when  we  consider  that 
patients  are  not  over  eager  to  have  their  abdomens  opened, 
and  their  medical  attendants  naturally  hesitate  to  recommend 
extreme  measures  unless  they  are  sure  of  their  diagnosis  and 
reasonably  certain  of  the  result. 

If,  under  such  circumstances,  even  nineteen  cases  have 
been  operated  on  by  one  surgeon  in  a  single  year,  I  think  we 
may  fairly  assume  that  we  are  surrounded  by  a  very  large 
number  of  chronic  invahds  the  victims  of  duodenal  ulcer  or 
its  results. 

This  affection  having  been  proved  to  be  a  common  one,  we 
have  next  to  consider — 

(1)  Is  it  necessary  or  important  to  be  able  to  diagnosticate 
it  with  accuracy  ? 

(2)  Can  such  diagnosis  be  made  with  reasonable  certainty  ? 
The  answer  to  both  questions  is  in  the  affirmative.     The 

importance  of  a  definite  diagnosis  is  clear  from  the  following 
facts  : — 

(1)  Duodenal  ulcer  is  a  much  more  serious  affection  than 
gastric  ulcer.  Thus  Boas,  in  his  classic  work  on  "  Diseases 
of  the  Intestines,"  puts  the  perforation  rate  at  (39  per  cent. 
If  this  figure  is  anything  like  correct  the  victim  of  a  duodenal 
ulcer  stands  constantly  on  the  brink  of  a  precipice.  That  my 
list  should  include  no  less  than  ten  perforations,  one  patient 
having  perforated  twdce  within  seven  months,  shou-s  con- 
clusively that  this  is  a  very  real  and  frequent  catastrophe. 
I  have  seen  at  least  four  additional  cases  of  perforative  peri- 
tonitis during  the  past  three  years  in  which  the  previous 
history  when  carefully  ehcited   made  it  practically  certain 
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that  duodenal  ulcer  had  perforated  ;  but  either  operation  was 
refused  or  the  patient  was  moribund,  and  died  within  a  few 
hours  after  I  saw  him,  it  being  evidently  useless  to  interfere. 

(3)  Haemorrhage  is  Uable  to  be  much  more  profuse  and 
dangerous  than  in  gastric  ulcer. 

(4)  Permanent  cure  by  medical  means,  though  possible,  is 
much  less  likely  than  in  gastric  ulcer. 

Lastly,  in  view  of  our  present  knowledge  a  diagnosis  of 
duodenal  ulcer  makes  it  imperative  to  consider  carefully  the 
question  of  surgical  intervention. 

Can  duodenal  ulcer  be  recognised  clinically  ?  In  the  great 
majority  of  instances  this  can  be  done  with  as  great  a  degree 
of  accuracy  as  in  the  case  of  gastric  ulcer,  gall-stones,  or  even 
appendicitis. 

We  must  in  the  first  instance  get  rid  of  preconceived  notions 
in  reference  to  the  question  of  age.  It  is  quite  true  that 
duodenal  ulcer  is  commoner,  as  stated  in  our  text-books, 
during  the  third  and  fourth  decades  of  life,  but  a  reference  to 
my  hst  of  cases  shows  clearly  that  it  must  be  quite  common 
in  early  life,  and  most  of  the  cases  which  I  have  operated  on 
at  later  periods  prove,  on  careful  analysis,  to  have  suffered 
for  many  years,  so  that  the  disease  clearly  existed  in  early 
adult  life. 

The  second  point  of  importance  is  to  recognise  that  gastric 
and  duodenal  ulcers  are  frequently  combined.  Moynihan  ^ 
says  that  in  4!)  per  cent,  of  cases  botli  forms  exist. 

If  we  are  justified  in  regarding  hyperacidity,  and  the 
corrosive  action  of  acid  chyme  on  the  duodenal  mucous  mem- 
brane, as  an  active,  existing  cause  of  duodenal  ulcer,  it  is 
clear  that  the  excess  of  free  HCl,  so  frequently  associated 
vdth  the  presence  of  an  ulcer  in  the  stomach,  is  extremely 
likely  to  be  productive  of  a  secondary  ulcer  in  the  duodenum. 

It  i.s  therefore  ])robable  that  accumulated  surgical  experience 
will  only  serve  to  emphasise  the  views  exprcssc»i  by  Moynihan 
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and  W.  J.  Mayo  as  to  the  frequency  with  which  the  two  ulcers 
are  combined,  though  my  o\vn  series  does  not  support  this 
view,  only  two  patients  showing  unequivocal  evidence  of 
double  ulcer. 

I  know  of  no  satisfactory  explanation  of  the  well-estabUshed 
fact  that  duodenal  ulcer  is  much  more  frequent  in  men  than 
in  women.  My  list  shows  a  ratio  of  twenty-three  in  men  to 
four  in  women.  Its  suggested  association  with  alcohoUsm 
is  not  borne  out  by  my  patients,  all  of  whom,  with  one  excep- 
tion, were  practically  total  abstainers.  It  is  interesting  and 
instructive  to  note  that  several  of  my  patients  were  men  of 
exceptional  physical  development,  one  of  whom  had  on 
several  occasions  represented  his  country  in  International 
Rugby  Football  Matches,  and  whose  appearance  made  it 
almost  impossible  to  believe  that  he  was  the  victim  of  a  serious 
internal  complaint.  He  had  consulted  a  leading  London 
physician,  and,  being  a  medical  man,  had  himself  raised  the 
question  of  duodenal  ulcer,  but  the  suggestion  was  decisively 
negatived. 

Case  V.  in  my  list  of  perforations  shows  that  it  is  possible 
for  a  typical  chronic  indurated  ulcer  to  exist  without  symptoms, 
though  tills  must,  I  think,  be  very  rare.  Tliis  patient  stead- 
fastly maintained,  in  face  of  the  strictest  cross-examination, 
that  up  to  the  moment  of  perforation  on  July  21,  1907,  he 
never  had  any  discomfort  whatsoever.  He  was  shown  by 
me  at  a  meeting  of  the  Ulster  Medical  Society  on  March  5, 
1908,  when  he  stated  that  he  had  remained  in  excellent  health 
since  the  operation,  seven  and  a  half  months  previously.  Four 
days  later,  however,  he  again  perforated  mthout  any  pre- 
monitory symptom.  He  had  been  drinking  freely,  and  after 
operation  developed  some  incipient  signs  of  deUrium  tremens. 
On  this  occasion  gastro-jejunostomy  was  combined  with  closure 
of  the  perforation  \vitli  successful  result.  His  case,  therefore, 
appears  in  both  my  lists. 
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Acknowledging  that  duodenal  ulcer  may  exist  without 
symptoms,  and  that  in  a  certain  proportion  of  cases  the 
symptoms  may  be  masked  by  co-existing  gastric  ulcer,  we 
arrive  at  the  question — What  are  the  characteristic  symptoms 
indicative  of  duodenal  ulcer  ?     They  are — 

(1)  Pain  of  a  special  type. 

(2)  A  feeling  of  fulness  and  discomfort  after  food,  with 
eructations  of  gas,  and  generally  with  some  hyperacidity. 

(3)  Local  tenderness  over  an  area  just  above  and  to  the 
right  of  the  umbilicus. 

(4)  Hsematemesis  and  melsena. 

(5)  Some  degree  of  dilatation  of  the  stomach  exists,  in  most 
cases,  from  an  early  stage  of  the  affection.  At  the  beginning 
this  is  probably  due  to  pyloric  spasm ;  an  effort  on  the  part 
of  nature  to  prevent  the  acid  contents  of  the  stomach  passing 
over  and  irritating  the  duodenal  ulcer.  Later,  dilatation  is 
the  result  of  mechanical  obstruction  caused  by  cicatricial 
contraction  or  adhesions. 

This  early  dilatation  is  a  sign  to  which  I  attach  considerable 
importance.  In  gastric  ulcer,  except  the  pylorus  is  itself 
actually  involved,  the  tendency  is  rather  towards  a  shghtly 
contracted  stomach  ;  the  sphincter  instinctively  relaxing  at  an 
early  stage  of  digestion  in  order  to  permit  the  noxious  gastric 
contents  to  escape,  and  thus  afford  some  reUef  to  the  symptoms. 

The  pain  of  a  dnodmal  ulcer  is  very  typical .  It  is  usually 
described  as  of  a  burning,  gnawing  character  ;  occasionally 
it  assumes  the  form  of  violent  spasms,  closely  simulating  gall- 
stone colic.  It  usually  comes  on  from  two  to  four  hours  after 
food,  sometimes  it  awakens  the  sufferer  from  sleep.  Its 
essential  characteristic,  however,  is  that  it  is  promptly  /r/k'trrf 
by  taking  food,  and  the  duration  of  the  relief  generally  depends 
on  the  nature  and  (luantity  of  the  food  taken.  Patients, 
therefore,  will  frequently  tell  you  that  they  carry  biscuits  in 
their  pocket,  and  have  some  bread  at  their  bedside,  to  which 
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they  may  resort  when  the  gnawing  comes  on.  On  this  account 
Moynihan  has  aptly  termed  it  "  hunger-pain."  The  value  of 
this  hunger-pain  is  not,  so  far  as  I  know,  emphasised  in  any 
of  our  ordinary  text-books.  Osier  makes  no  reference  to  it. 
Eisendrath,  in  his  surgical  diagnosis  pubhshed  in  1907, 
entirely  overlooks  it,  which  accounts  for  the  statement — 
''  It  is  almost  impossible  to  distinguish  gastric  and  duodenal 
ulcers  clinically.'' 

The  explanation  of  the  symptom  is  very  simple.  As 
soon  as  a  given  meal  has  undergone  digestion  the  pylorus 
relaxes,  the  acid  contents  of  the  stomach  are  discharged  into 
the  duodenum,  and  coming  into  contact  with  the  ulcerated 
surface  give  rise  to  the  gnamng,  burning  pain.  No  sooner 
is  more  food  taken  than  the  pylorus  closes,  escape  of  acid 
chyme  ceases,  and  the  pain  is  relieved. 

Boas,  however,  explains  the  effect  of  additional  food  by 
assuming  that  it  acts  by  diluting  the  gastric  contents  and 
reducing  acidity,  and  this  would  account  for  the  fact  that  a 
hot  drink  often  reUeves  the  pain. 

It  is  interesting  here  to  note  that  in  1889,  when  I  was 
resident  pupil  in  the  Royal  Hospital,  Professor  Whitla  (now 
Sir  William)  insisted  on  my  giving  some  of  his  stomach  cases 
a  piece  of  cheese  and  crust  of  bread  in  order  that  he  might 
decide  whether  an  ulcer  was  present  in  the  stomach  or  duo- 
denum. "  If  it  is  in  the  stomach,"  he  said,  "  it  will  make 
the  pain  worse  ;  if  it  is  in  the  duodenum  it  \vi\\  make  it  better."' 
I  am  afraid  at  that  date  we  regarded  this  as  a  rather  fanciful 
diagnostic  method.  We  had  not,  however,  the  benefit  of  a 
subsequent  laparotomy  to  prove  the  accuracy  of  the  test.  In 
view  of  the  experience  gained  by  operating  on  these  cases  I 
have  now  come  to  regard  this  symptom,  when  typical  in  its 
manifestation,  as  almost  pathognomonic. 

Local  tenderness  has  not,  in  my  experience,  been  nearlv  so 
constant  or  well  defined  as  I  should  have  expected.     When 
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present,  in  addition  to  the  characteristic  pain,  it  is  a  valuable 
sign,  but  I  do  not  regard  its  absence  as  of  much  importance. 
Melcena,  when  present  in  the  form  of  tarry  motions,  associated 
with  indigestion,  make  the  diagnosis  of  duodenal  ulcer  almost 
certain. 

It  is  necessary,  however,  to  see  the  motion  and  be  satisfied 
as  to  its  character,  and  to  ascertain  whether  the  patient  has 
been  taking  bismuth  or  iron  for  some  time  previously. 

Jaundice  is  an  occasional  symptom  of  duodenal  ulcer  which 
may  render  the  diagnosis  from  gall-stones  difficult  or  impossible. 

I  next  wish  to  draw  your  attention  to  the  actual  patho- 
logical condition  met  with  when  we  come  to  handle  and  inspect 
one  of  these  ulcers.  They  are  usually  described  as  clean  cut 
punched  out  ulcers. 

The  "  Pathology  of  the  Living  "'  demonstrates  a  very 
different  state  of  matters. 

What  we  may  expect  to  find  when  we  have  an  opportunity 
of  investisatin^  such  ulcers  during  life  may  be  described  under 
four  heads : — 

(1)  Cases  in  which  the  site  of  the  ulcer  is  indicated  by  well- 
defined  induration  and  thickening  in  the  duodenal  wall.  In 
my  experience  these  are  decidedly  the  most  frequent. 

(2)  Cases  with  so  much  inflammatory  deposit  that  a  palpable 
tumour-like  mass  is  produced  (Case  X.). 

(.3)  Cases  without  induration,  but  associated  with  e\-idence 
of  localised  peritonitis  in  the  form  of  recent  lymph  or  organised 
adhesions,  or  both. 

(4)  Cases  in  which  the  only  evidence  of  ulceration  is  the 
presence  of  enlarged  red,  fleshy  lymphatic  glands  in  the 
Course  of  the  lymph  stream  supplied  by  the  corresponding 
area  of  mucous  membrane. 

The  value  of  such  glands  in  localising  a  mucous  lesion  was, 
as  far  as  I  am  aware,  first  emphasised  by  me  in  a  communica- 
tion to  the  Surgical  Section  of  the  Royal  Academy  of  Medicine 
of  Ireland,  May  lo.  I'.iol,  published  in  the  Medical  Press  and 
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Circular,  June  12,  1901,  where  I  described  a  case  in  which  a 
chain  of  enlarged  glands  led  to  a  tubercular  ulcer  at  the 
ileo-csecal  valve,  of  which  there  was  no  indication  on  the  peri- 
toneal aspect  of  the  bowel,  and  which  was  successfully  excised. 

The  first  of  these  conditions — the  indurated  ulcer — is  an 
excellent  example  of  the  value  of  what  Moynihan  has  so  aptly 
termed  the  "  Pathology  of  the  Living."  It  is  not  met  wath 
after  death ;  just  as  we  all  know  the  indurated  edge  of  a 
chronic  ulcer  of  the  leg  so  well  marked  during  hfe  is  not  seen 
in  the  post-mortem  room.  It  is  for  this  reason  that  the  accounts 
of  gastric  and  duodenal  ulcers  founded  entirely  on  post- 
mortem experience  fail  to  give  a  true  idea  of  the  actual  living 
disease. 

The  cause  of  this  induration  has  been  attributed  by 
Moynihan  to  chronic  oedema.  I  have  no  doubt  this  view  is 
the  correct  one,  as  it  satisfactorily  explains — 

(1)  The  disappearance  of  the  thickening  after  death. 

(2)  The  ansemic  character  of  the  indurated  area,  which  may 
be  freely  clipped  away  without  haemorrhage. 

(3)  The  well-known  fact  that  a  suture  inserted  in  such 
tissue  promptly  cuts  its  way  out,  exactly  as  it  would  tlirough 
a  piece  of  cheese,  which  would  not  occur  with  organised 
fibrous  tissue. 

This  leads  me  to  refer  to  another  interesting  fact — namely, 
the  rarity  of  hcemorrhage  in  connection  with  perforation.  I 
have  never  seen  a  trace  of  blood  in  the  peritoneal  cavity  after 
perforation  of  either  a  gastric  or  a  duodenal  ulcer,  and  this  is 
just  what  we  might  have  expected  from  our  experience  of  the 
character  of  the  great  majority  of  these  ulcers.  For  the  same 
reason  it  may  be  taken  for  granted  that  luTmatemesis  in 
gastric  ulcer  and  meloena  in  duodenal  ulcer  are  not  nearly  so 
common  symptoms  as  we  are  usually  led  to  believe. 

Position  of  the  Ulcer. — In  twenty-five  of  my  cases  the  ulcer 
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was  in  the  first  portion  of  the  duodenum,  witliin  one  inch  of 
the  pylorus.  Of  these,  twenty-four  were  on  the  anterior  and 
one  on  the  posterior  surface.  The  two  remaining  ulcers  were 
at  the  junction  of  the  first  and  second  portion. 

I  had,  however,  an  opportunity  of  assisting  Prof.  Sinclair 
at  an  operation  where  the  entire  duodenum  was  distended 
to  at  least  two  or  three  times  its  normal  size,  owing  to  cica- 
tricial contraction  immediately  above  its  junction  with  the 
jejunum. 

There  is  another  point  I  should  like  to  refer  to  in  this  con- 
nection— namely,  the  so-called  Curling's  vlcer  of  the  duodenum, 
attributed  to  burns.  Does  such  a  lesion  really  occur  ?  Burns 
are  amongst  the  commonest  of  all  accidents.  Our  hospitals 
are  never  without  a  number  of  burns,  both  in  adults  and  in 
children.  How  many  of  us  have  seen  such  a  case,  or  symptoms 
even  suggestive  of  this  complication.  I,  personally,  have 
never  met  it.  All  sorts  of  theories  have  been  invented  to 
explain  its  occurrence  ;  none  of  them  is  satisfactory.  The 
simplest  explanation,  to  my  mind,  is  that  the  condition  where 
it  has  been  found  was  not  caused  by  the  burn,  but,  duodenal 
ulcer  being  much  commoner  than  is  generally  believed,  the 
burn  occurred  in  a  person  already  the  subject  of  such  an  ulcer. 
Having  estabhshed  the  facts  that  duodenal  ulcer  is  a  common 
disease,  and  a  dangerous  disease,  with  serious  pathological 
conse((uenccs,  and  that  its  diagnosis  is  reasonably  simple,  we 
come  finally  to  the  ([uestion  of  treatment. 

Is  medical  treatment  really  efficient  and  satisfactory  ? 
That  such  ulcers  may  heal  admits  of  no  doubt.  A  curious 
intcrmittency  in  symptoms  is,  however,  a  constant  feature  of 
duodenal  even  more  frequently  than  of  gastric  ulcer.  Whether 
in  such  intervals  cicatrisation  has  actually  taken  place  is  not 
certain.  However  that  may  be,  relapse  of  symptoms  is  of 
very  frequent  occurrence,  and  no  conscientious  piiysician  is 
justified  in  declaring  that  he  has  cured  a  case  of  duodenal 
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ulcer  because  after  a  course  of  treatment  the  symptoms  have 
been  temporarily  relieved  and  the  patient  states  that  he  feels 
quite  well. 

Assuming  that  he  comes  back  to  you  again,  and  yet  again, 
or  more  likely  drifts  into  the  hands  of  someone  else,  are  you 
justified  in  continuing  to  restrict  his  diet,  to  vary  his  medicine, 
to  encourage  him  with  sage  advice,  when  you  know,  or  ought 
to  know,  that  his  condition  is  dangerous,  and  may  at  any 
moment  end  in  a  fatal  explosion  ? 

Whatever  may  be  said  of  the  acute  case,  it  is  now,  I  think, 
a  well-estabhshed  principle  that  the  surgical  treatment  of 
chronic  and  relapsing  duodenal  ulcer  is  the  safest,  most 
efficient,  and  most  rapid  method  of  effecting  a  cure.  The 
risk  of  a  well-considered,  skilfully-executed  operative  pro- 
cedure does  not  exceed  2  per  cent.,  and  should  be  less  than 
1  per  cent.  Permanent  relief  is  practically  certain.  The 
patient  may  be  allowed  up  at  the  end  of  a  week,  and  out  in 
twelve  or  fourteen  days,  provided  the  abdominal  Avound  is 
efficiently  closed  with  buried  sutures. 

It  is  not  the  purpose  of  this  communication  to  discuss 
surgical  technique.  My  own  practice  is  to  perform  gastro- 
jejunostomy (posterior  operation  where  possible),  and  then 
close,  or  partially  close,  the  pylorus  by  a  few  Lembert  sutures. 

Appended  is  a  Hst  of  all  cases  of  duodenal  ulcer  operated 
on  by  me. 

CASES    OF    GASTRO-JEJUNOSTOMY    FOR    DUODENAL    ULCER. 
17  Cases  ;    17  Mecoveries. 

Case  I.  (September  30,  1903).— Canon  H.,  aged  fifty-four. 
First  complained  of  his  stomach  at  forty-four  years.  Suffered 
from  pain,  worse  at  night.  Dilatation  developed.  Finally 
operated  on  September  30,  1903  ;  revealed  a  cicatricial  ulcer  of 
first  portion  of  duodenum,  with  greatly  dilated  stomach. 
Posterior  gastro-jejunostoiny  was  performed.      The  gall-bladder 
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was  found  to  contain  a  large  single  gall-stone,  which  was  removed. 
He  made  a  good  recovery,  and  is  now  in  excellent  health. 

Case  II.  (May  22,  1905).— James  T.,  aged  thirty-four. 
Admitted  to  hospital  May  22,  1905.  Had  suffered  from  his 
stomach  for  many  years.  Typical  hunger-pain.  Operation 
on  May  23  revealed  a  healthy  stomach,  but  on  first  portion  of 
duodenum  was  an  indurated  cicatrix  surrounded  by  adhesions. 
Posterior  gastro-jejunostomy.  Uninterrupted  recovery.  Com- 
plete relief. 

Case  III.  (January  18,  1906). — James  B.,  aged  thirty. 
Indigestion  for  over  ten  years.  Hunger-pain.  Occasional 
vomiting,  but  only  during  the  night.  One  severe  attack  of 
hfcmatemesis  and  melsena.  Operation  on  January  18,  1906, 
revealed  an  indurated  ulcer  on  first  part  of  duodenum,  with 
numerous  adhesions  and  pyloric  obstruction.  Posterior  gastro- 
jejunostomy. Day  after  operation  had  a  sharp  attack  of 
hsomatemesis.  Recovery  rapid  and  complete.  Left  hospital 
on  eighteenth  day.  Wrote  one  year  later  saying  he  was  in 
perfect  health. 

Case  IV.  (April  17,  1906). — James  H.,  aged  twenty-eight. 
Suffered  from  indigestion  for  six  to  eight  years.  Typical  hunger- 
pain.  Had  several  attacks  of  mela'na.  Had  been  three  times 
in  hospital  under  medical  treatment.  Operation  revealed  an 
ulcer  on  first  portion  of  duodenum,  without  induration,  but  with 
adhesions  and  enlargement  of  lymphatic  glands,  posterior  gastro- 
jejunostomy, {'oniplcte  recovery.  Shown  at  post-graduate 
course,  fifteen  montiis  later,  in  excellent  health. 

Case  V.  (September  7,  1906). — Stewart  H.,  aged  twenty-one. 
Suffered  for  some  years  from  severe  hunger-pain.  No  vomit- 
ing. Operation  on  September  7,  1906.  Numerous  adhesions 
surrounded  first  part  of  duodenum,  and  some  enlarged  glands 
could  be  made  out.  Posterior  gastro-jejunostomy  gave  relief 
to  all  his  .symptoms.  He  left  hospital  two  weeks  after  operation 
in  excellent  health. 

Case  VI.  (December  9.  1906).— William  L..  aped  si.xty-two  ; 
farmer;  fJarvagh.  Had  a  bud  stomaeli  for  ten  years;  chronic 
invalid   for   four  years  ;     used  stonuicli   tube  regularly  for  two 
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years.  Stomach  dilated.  HCl  present  in  excess.  Operation 
December  12,  1906.  Showed  thickening  of  duodenum,  involving 
the  first  inch.  Gastro-jejunostomy,  at  which  Dr.  Irwin  assisted, 
gave  complete  relief.  This  hardy  old  farmer  was  out  on  the 
tenth  day,  and  returned  home  to  the  country  on  the  twelfth 
day,  bearing  the  long  journey  of  sixty  miles  without  fatigue. 
He  continues  to  enjoy  perfect  health. 

Case  VII. — R.  L.,  aged  twenty-eight;  Holywood ;  patient  of 
Dr.  Greenfield.  Had  suffered  from  his  stomach  for  years,  with 
intervals  of  comparative  comfort.  Pain  was  usually  relieved 
by  food.  Had  hoematemesis  and  black  stools  on  more  than 
one  occasion.  Pain  often  worse  at  night,  and  sometimes  so 
intense  that  he  could  not  rest  in  bed,  but  writhed  on  the  floor. 
February  14,  1907 ;  operation  at  his  own  house.  Indurated 
ulcer  of  duodenum,  involving  more  than  one  inch  of  first  part. 
Recent  exudation  and  old  adhesions.  Posterior  gastro- 
jejunostomy. Complete  relief.  Able  to  be  out  on  fourteenth 
day.     Remains  in  excellent  health. 

Case  VIII.  (August,  1907).— Dr.  I.  Shortly  after  recovery 
from  operation  for  perforation  began  to  suffer  from  pain  and 
vomiting.  Washed  out  the  stomach  for  a  time,  but  finally 
decided  to  have  gastro-jejunostomy  done.  This  was  accordingly 
carried  out  in  August,  1907.  Recovery  was  complicated  by 
some  post-operative  hcematemesis,  but  was  otherwise  rapid  and 
satisfactory.  He  is  now  in  excellent  health — "  the  best  he  has 
known  for  years." 

Case  IX.  (October  14,  1907).— Mr.  0.,  aged  fifty-four  ;  patient 
of  Dr.  M'Quitty.  History  of  chronic  dyspepsia  for  many  years  ; 
on  milk  diet  for  ten  years.  Pain  very  severe  two  to  three  hours 
after  food,  always  relieved  by  food.  He  iised  frequently  to 
take  a  drink  of  hot  water  to  relieve  the  pain.  He  was  a  thin, 
anpcmic,  chronic  hypochondriac.  Operation  revealed  old 
adhesions  and  recent  lymph  around  the  first  portion  of  the 
duodenum.  Posterior  gastro-jejunostomy  was  followed  by  a 
good  recovery.  He  returned  home  nineteen  days  after  operation  ; 
but  so  confirmed  were  his  views  in  regard  to  diet  that  it  was 
impossible  to  convince  him  that  he  should  eat  freely  of  everything. 

Case    X.    (October    23,    1907).— Mrs.    M.,    aged   fifty-six;    a 
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patient  of  Dr.  Calwell.  History  of  intermittent  attacks  of 
indigestion  for  years,  then  a  period  of  good  stomach  health, 
extending  over  some  years.  For  past  nine  months  had  suffered 
from  pain  and  vomiting,  associated  with  rapid  loss  of  flesh  and 
evidence  of  dilated  stomach.  Free  HCl  was  present,  and  an 
ill-defined  "  lump  "  could  be  palpated  behind  the  right  rectus. 
Operation  on  October  23,  1907,  in  a  nursing  home,  revealed  a 
tumour-like  swelling,  size  of  a  walnut,  involving  the  first  inch 
of  the  duodenum.  Posterior  gastro-jejunostomy  was  followed 
by  complete  relief  of  all  her  symptoms.  She  rapidly  put  on 
weight,  and  is  now  in  excellent  health. 

Case  XI.  (November  8,  1907). — Henry  0.,  aged  nineteen  ; 
apprentice,  H.  &  W.  Suffered  from  pains  in  his  stomach  for 
three  years.  "  Pain  came  on  about  two  and  a  half  hours  after 
food  and  remained  till  he  ate  something."  No  vomiting ;  no 
haemorrhage.  Had  been  in  hospital  for  three  weeks  in  March, 
1907,  but  without  permanent  relief.  Operation  revealed  a 
hard  indurated  area,  one  inch  long,  three-quarters  of  an  inch 
broad,  like  a  small  tumour,  on  the  first  portion  of  the  duodenum, 
with  recent  inflammatory  lymph  on  its  surface.  Posterior  gastro- 
jejunostomy was  followed  by  rapid  and  complete  recovery.  He 
is  now  in  excellent  health. 

Case  XH.  (November  26, 1907),— Wm.  N.,  aged  thirty-six ;  an  ex- 
constable  R.I.C.  Was  admitted  to  hospital  on  September  2,  1907, 
with  signs  of  dilated  heart  and  dilated  stomach.  In  the  medical 
ward,  under  care  of  Dr.  Calwell,  liis  heart  rapidly  improved.  He 
was  then  transferred  to  the  surgical  ward  for  gastro-jejunostomy 
for  relief  of  the  dilated  stomach.  At  tlie  operation  on  Novomber 
26,  1907,  we  found  an  old  indurated  tilcer  on  first  portion  of 
duodenum,  with  adhesions  to  the  gall-bladder.  Posterior  gastro- 
jejunostomy was  followed  by  relief  of  all  his  discomfort.  He 
left  my  ward  on  December  7,  twelve  days  after  operation,  feeUng 
in  excellent  health. 

Case  XIII.  (Deceml)er  4,  1907).— Robert  A.,  aped  fifty ; 
farmer  ;  Oarvagh.  Suffered  for  some  years  with  typical  hunger- 
pain,  without  vomiting.  For  past  two  years  pain  has  been  more 
constant,  and  vomiting  fre(juent.  Lost  one  and  a  half  stones 
weight  during  past  six  months.     E.vamination  revealed  a  dilated 
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stomacli,  with  excess  of  free  HCI.  Operation  showed  the  dilata- 
tion to  be  due  to  cicatricial  narrowing  of  the  duodenum,  producing 
a  tight  stricture.  The  stomach  showed  no  sign  of  ulceration. 
G astro- jejunostomy  gave  complete  relief.  He  left  the  nursing 
home  in  two  weeks,  and  continues  quite  well. 

Case  XIV.  (December  6,  1907).— Wm.  L.,  aged  forty-six; 
factory  manager  ;  patient  of  Dr.  Howard  Stevenson.  Stomach 
trouble  for  six  years.  Intermittent  attacks  of  pain  about  an 
hour  after  food,  relieved  by  further  food.  No  vomiting ;  no 
melsena.  Operation  December  6,  1907.  Adhesion  on  anterior 
surface  of  the  stomach.  An  indurated  ulcer  was  found  on  first 
portion  of  duodenum  immediately  outside  the  pylorus.  Recent 
inflammatory  lymph  covered  the  peritoneal  surface  of  the  ulcer. 
Posterior  gastro-jejunostomy.     Rapid  and  complete  recovery. 

Case  XV.  (January  1,  1908). — Miss  J.,  aged  twenty-eight ; 
patient  of  Dr.  Magowan,  Glenarm.  Had  suffered  for  five  years 
from  indigestion,  characterised  by  pains,  of  which  she  gave  a  very 
indefinite  account.  On  one  occasion  at  least  she  vomited  blood, 
and  had  "  black  motions."  She  was  a  chronic  invalid.  Opera-, 
tion  displayed  old  adhesions  and  recent  lymph  round  the  first 
portion  of  duodenum,  and  several  enlarged  glands.  She  made 
a  rapid  recovery,  and  returned  home  in  two  and  a  half  weeks, 
at  which  time  she  was  taking  ordinary  food  without  discomfort. 

Case  XVT.  (January  11,  1908).— Minnie  C,  aged  twenty-six; 
cook  ;  Lisburn.  Suffered  from  indigestion  for  six  to  eight  years. 
Nausea,  but  no  actual  vomiting.  Typical  hunger-pain.  In 
November,  1907,  vomited  some  blood,  and  for  two  weeks  passed 
"  black  motions."  Never  had  any  local  tenderness.  Regarding 
the  case  as  duodenal  ulcer,  I  sent  her  to  hospital,  where  operation 
confirmed  the  diagnosis,  displaying  duodenal  adhesions  and 
well-marked  induration  on  posterior  surface  of  duodenum,  just 
below  the  pylorus.  Gastro-jejunostomy  was  followed  by  complete 
relief  of  all  her  symptoms.  She  returned  home  in  two  weeks 
able  to  eat  ordinary  diet. 

Case  XVII.  (February  20,  1908).— Miss  R.,  aged  twenty-six  ; 
patient  of  Dr.  M'Murtry.  History  of  gastric  ulcer  for  eight 
to  nine  years.     Much  worse  during  past  year.     On  February  17, 
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1908,  she  had  an  attack  of  gastric  tetany.  She  was  removed  to  a 
nursing  home.  At  the  operation  on  February  20,  1908,  an 
indurated  saddle-shaped  ulcer  was  found  on  lesser  curvature, 
about  three  inches  from  pylorus.  A  second  ulcer  was  found  on 
first  portion  of  duodenum,  which  was  surrounded  by  old  and 
recent  adhesions.  Gastro-jejunostomy,  followed  by  closure  of 
the  pylorus  with  a  few  Lembert  sutures,  has  given  most  satis- 
factory results. 

Case  XVIII.  (See  also  Perforation  Case  X.) — John  M'C,  aged 
forty-four.  Perforated  for  the  second  time,  March  9,  1908.  After 
closing  the  perforation  we  decided  to  perform  an  immediate 
gastro-jejunostomy.  Owing  to  large  amount  of  fat  between 
layers  of  the  transverse  mesocolon,  to  omental  adhesion  following 
the  first  perforation,  and  to  abnormal  origin  of  jejunum,*  it 
was  deemed  inadvisable  to  attempt  a  posterior  operation.  An 
anterior  operation,  according  to  the  method  of  Roux,  was  accord- 
ingly carried  out.  He  developed  a  slight  degree  of  delirium 
tremens  on  the  third  day,  but  otherwise  his  recovery  was  quite 
satisfactory. 

Case  XIX. — Thomas  W.,  aged  forty-five.  Ailing  two  years. 
First  complained  of  a  "  roasting,  burning  "  pain  in  his  stomach. 
He  was  so  tender  at  one  spot  over  the  right  rectus  that  he  could 
not  bear  to  be  touched.  Apparently  got  well,  then  relapsed. 
For  past  six  months  pain  very  severe,  commencing  in  epigastrium 
to  right  of  middle  line,  radiating  up  over  the  chest  and  round  thf 
side.  Sometimes  it  was  relieved  by  food.  No  mela?na,  stomach 
moderately  dilated.  Free  HCl  in  slight  excess.  Operation, 
March  13,  1908.  Ulcer  at  pyloric  end  of  stomach  ;  ulcer  of 
duodenum  just  outside  pylorus  ;  first  portion  of  duodenum 
surrounded  by  recent  inflammatory  exudation  and  old  adhesions  ; 

*In  this  instance  there  appeared  tohe  no  third  portion  of  the  duodenum. 
The  jrjuinim  arti»f  dirrrtli/  from  tlie  riijht  side  i>f  tlie  spine.  TIuh  abnor- 
mality inust  l)c  very  rare  one.  It  is  not  referred  to  in  any  of  the  text  books 
on  anatomy  or  surfjical  anatomy  to  wliicli  I  have  had  access.  Professor 
Symington  informs  me  tliat  he  lias  never  met  with  it.  Its  presence  was 
verified  by  Dr.  Howard  Stevenson,  who  assisted  me  at  the  operation, 
and  it  was  demonstrated  to  Dr.  Fielden  and  Dr.  Boucher,  who  were 
])rcscnt.  A  similar  case  was  recorded  by  Mumford  ("  AnnalH  of  Surgery," 
January,  1906K  in  whicli  death  followed  posterior  gastro-jejunostomy. 
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numerous  lymphatic   glands  enlarged.     Posterior  gastro-jejunos- 
tomy.     Uninterrupted  recovery. 

Case  XX. — George  M.,  aged  thirty-five.  Sent  to  hospital  on 
March  13,  1908,  by  Dr.  Blakely.  Typical  history.  Ailing  for 
two  years,  "  off  and  on."  Pain  coming  on  several  hours  after 
food,  and  at  night  ;  always  relieved  by  food  ;  localised  tenderness  ; 
occasional  vomiting  ;  black  stools  ;  stomach  moderately  dilated. 
Free  HCl  present  in  excess.  Diagnosis — Duodenal  ulcer. 
Operation,  March  17,  1908,  Mr.  Fullerton  assisting.  Indurated 
tumour-Uke  mass,  size  of  walnut,  at  junction  of  first  and  second 
portion  of  duodenum  ;  firm  adhesions  ;  recent  locahsed  peritonitis. 
Omentum  inflamed  and  adherent  to  transverse  mesocolon  in  the 
neighbourhood  of  ligament  of  Treitz,  from  which  it  could  not 
safely  be  separated.  Owing  to  this  difficulty,  and  to  the  fact 
that  the  loops  of  the  colic  vessels  were  very  small,  we  performed 
an  anterior  gastro-jejunostoray  by  Roux'  method,  which  I 
always  adopt  where  the  anterior  operation  is  necessary.  Recover}- 
rapid,  and  entirely  satisfactory. 

CASES    OF    PERFORATING    DUODENAL    ULCER. 

10' Cases  ;  10  Recoveries. 
Case  I.  (May  15,  1901).— Mr.  Wm.  P..  aged  forty-three. 
Had  "  a  bad  stomach  "  all  his  life.  He  suffered  from  attacks  of 
painful  indigestion  lasting  three  to  four  weeks,  followed  by 
intervals  of  three  to  six  months'  comparative  health ;  then 
another  attack,  and  so  on.  During  these  attacks  he  never  vomited; 
he  never  had  mela?na.  Pain  coming  on  two  to  three  hours  after 
food,  and  when  at  its  height  promptly  relieved  by  food,  was  his 
most  characteristic  symptom.  On  May  15,  1904,  he  suddenly 
perforated.  Operation,  undertaken  at  his  own  house  eleven 
hours  later,  revealed  an  indui-ated  duodenal  ulcer,  about  half 
an  inch  below  the  pylorus.  The  ulcer  was  enfolded  and  abdomen 
flushed  out  with  saline  and  the  pelvis  drained.  He  made  a 
good  recovery,  and  to-day  is  in  excellent  health. 

Case  II.  (June  17,  1905). — James  S.,  aged  forty-nine.  Suffered 
from  indigestion  for  many  years.  Had  typical  hunger-pain,  but 
rarely  vomited.  At  12  30  p.m.  on  June  17,  1905,  perforation 
occurred.     He    was   admitted   to    hospital   at    G  30   same   day. 
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Operation,  seven  hours  after  perforation,  revealed  a  hole  the 
size  of  a  quill  pen  in  the  first  portion  of  the  duodenum.  This 
was  situated  on  the  posterior  aspect,  half  an  inch  below  the 
pylorus,  and  was  surrounded  by  a  zone  of  induration  the  size  of 
a  shilling.  Perforation  closed  ;  peritoneal  cavity  flushed  out  with 
about  eight  gallons  of  sterile  water ;  pelvic  drainage.  Good 
recovery. 

Case  III.  (March  4,  1907).— John  W.,  aged  thirty- two.  Victim 
of  intermittent  indigestion  for  ten  years  ;  hyperacidity  ;  occa- 
sional vomiting  ;  no  haemorrhage.  Perforation  on  March  4,  1908. 
Operation,  eight  hours  later,  revealed  a  perforation  on  anterior 
wall  of  duodenum  half  an  inch  from  the  pylorus.  Pyloric  end 
of  stomach  and  duodenum  surrounded  with  inflammatory 
exudations  and  adhesions.  Perforation  closed  ;  pelvic  drainage. 
Recovery  complicated  by  bronchitis.  Left  hospital  in  good 
health  on  April  4,  1907,  one  month  after  operation. 

Case  IV.  (March  27,  1907).— Dr.  I.,  aged ;    a  prominent 

athlete.  Intermittent  "  indigestion "  since  boyhood  ;  tvpical 
hunger-pain  ;  never  vomited  ;  melscna  for  first  time,  January, 
1907.  Perforation  March  27,  1907.  Operation,  thirty-si.v  hours 
later,  revealed  an  indurated  ulcer  at  junction  of  first  and  second 
portions  of  duodcinini.  Closure  of  perforation  effected  with 
great  difficulty.  Slow  recovery.  Required  gastro-jejunostomy 
later  on. 

Case  V.  (July  21,  1907).— John  M'C,  aged  forty-three; 
publican,  retired  police  constable.  Never  had  the  slightest  pain 
or  discomfort  of  any  kind.  Had  been  a  steady  drinker.  Per- 
foration at  10  p.m.,  July  21,  1907.  Promptly  sent  into  hospital 
by  Dr.  Stevenson.  Operation,  four  hours  later,  revealed  a 
chronic  indurated  ulcer  on  first  portion  of  duodenum.  Perfora- 
tion closed  ;  ptlvic  drainage  ;  rapid  recovery. 

Cask  VI.  (July  31,  1907).— Robert  A.,  aged  thirty-eight ;  clerk  ; 
patient  of  Dr.  Williamson.  Had  been  a  dyspeptic  for  years; 
symptoms  indicating  gastric  ulcer.  Perforation  on  July  30,  1907. 
Operation  twelve  hours  later.  Gastric  ulcer  a  little  above  the 
pylorus.     Indurated   duodenal   ulcer,   which   had   perforated  on 
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anterior  wall  half  an  inch  below  the  pyloric  ring.  Perforation 
closed ;  abdomen  flushed,  and  with  saline ;  pelvic  drainage. 
Recovery. 

Case  VII.  (September  15,  1907).— Robert  L.,  aged  forty; 
Crossgar.  Indigestion  of  the  intermittent  type  for  over  ten 
years.  "  Hmiger-pain  "  typical.  Mekena  on  several  occasions. 
Perforation  September  14,  at  one  o'clock  ;  operation  twenty-five 
hours  later.  Perforation  found  on  anterior  suiiace  of  duodenum 
three-quarters  of  an  inch  below  pylorus  ;  sutured  with  difficulty  ; 
direct  drainage  and  pelvic  drainage.  Recovery.  In  good  health 
five  months  later. 

Case  VIIJ.  (November  15,  1907).— Robert  F.,  aged  thirty. 
Had  suffered  from  intermittent  attacks  of  indigestion  for  eighteen 
years.  During  these  attacks  pain  came  on  about  two  hours 
after  food,  and  was  always  relieved  by  a  full  meal.  Occasionallv 
he  noticed  something  in  his  motions  which  he  took  to  be  blood. 
He  had  no  vomiting.  At  11  a.m.  on  Friday,  November  15,  1907, 
whilst  at  business,  he  was  suddenly  seized  with  intense  abdominal 
pain.  He  was  sent  into  hospital  at  11  a.m.  on  Sunday,  17th. 
He  was  then  greatly  collapsed,  with  a  quick,  feeble  pulse,  sub- 
normal temperature  and  general  abdominal  distension.  Opera- 
tion, which  was  carried  out  forty-nine  hours  after  perforation, 
revealed  a  perforating  ulcer  on  the  anterior  aspect  of  the  duodenum 
about  half  an  inch  beyond  the  pylorus.  The  edges  of  the  ulcer 
were,  as  usual,  thickened  and  oedematous.  The  opening  was 
closed  by  purse-string  suture  ;  the  abdomen  mopped  out  verv 
lightly  and  rapidly ;  suprapubic  di-ainage  employed.  He  was 
kept  in  sitting  position  with  continuous  rectal  irrigation.  He 
made  a  good  recovery,  but  is  now  again  complaining  of  indigestion, 
and  will  probably  require  gastro-jejmiostomy. 

A  very  interesting  feature  in  this  case  was  the  following  : — 
For  the  past  three  years,  as  a  result  of  a  severe  attack  of  influenza, 
he  had  suffered  from  complete  loss  of  smell.  The  day  after 
operation  he  noticed  that  his  power  of  smell  had  returned,  and 
it  soon  became  unusually  keen. 

Case  IX.  (January  25,  1908).— Archie  M'C,  aged  twenty-two. 
Aihng  with  intermittent  attack  of  epigastric  pain  since  nineteen 
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years  of  age.  Pain  always  came  on  about  three  hours  after  food, 
and  was  always  relieved  by  food.  The  pain,  confined  to  the 
epigastrium  nerve,  radiated  into  the  back.  He  never  vomited, 
and  had  no  eructations  of  gas  or  pyrosis. 

Perforation. — On  January  25,  1908,  at  7  30,  whilst  out  walking, 
he  took  sudden  abdominal  pain.  He  managed  to  walk  home. 
He  was  sent  into  hospital  the  following  night.  Operation  was 
undertaken  seventeen  and  a  half  hours  after  perforation.  A 
perforation  the  size  of  a  threepenny  piece  was  found  on  anterior 
surface  of  duodenum,  three-quarters  of  an  inch  from  the  pylorus, 
surrounded  by  a  zone  of  inflammatory  induration  about  the 
size  of  a  shilhng.  The  perforation  was  closed  by  catgut  suture, 
abdomen  flushed  out  and  drained  suprapubically.  He  was 
kept  in  the  sitting  position,  and  continuous  rectal  irrigation  with 
saUne  solution  maintained.  At  the  time  of  operation  he  was 
profoundly  collapsed  ;  pulse  140,  and  very  feeble.  He  made  a 
good  recovery,  which  I  attribute  to  the  posture  and  rectal  irrigation. 

Case  X. — John  M'C,  aged  forty-four.  Operated  on  for 
perforation  July  21,  1907.  Shown  at  Ulster  Medical  Society 
meeting,  March  5,  1908,  when  he  declared  he  was  in  good  health. 
Perforated  on  March  9,  1908.  Operation  four  hours  after  perfora- 
tion. Opening  closed  by  catgut  suture.  Gastro-jejunostomy. 
Anterior  Roux'  operation.     Recovery. 

'  Practitioner.    June,    1907. 


Dr.  Little  said  his  experience  of  duodenal  ulcer  had  not  been 
that  it  was  so  extensive  as  Mr.  Mitchell  indicated.  He  agreed 
that  it  was  much  more  frequent  in  men  than  in  women,  and  he 
had  found  it  much  more  frequent  among  private  than  among 
hospital  patients. 

Dr.  Drury  said  he  liad  found  tinvt  liis  patients  who  suffered 
from  (luodcnul  ulcer  had  less  of  actual  pain  than  of  discomfort. 

1)k.  Daw.sox  referred  to  a  case  in  which  pain,  occasionally  of 
an  acute  variety,  came  on  four  or  five  hours  after  food.  It  was 
localised  in  the  spine,  and  sometimes  radiated  towards  the  front 
on  Ijotli  sides,  Imt  there  was  no  pain  or  tenderness  in  front  of 
the  abdomen.  The  first  symptoms  had  been  dilatation  and  then 
pain  ;  tlie  hnimorrhagc  which  followed  was  entirely  gastric,  and 
for  a  long  time  there  was  no  mehcna.    After  it,  however,  the  ulcer 
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was  thought  to  be  duodenal.  Medical  treatment  failed,  and  an 
operation  was  successfully  performed,  when  nothing  was  found 
in  the  appearance  of  the  stomach  or  duodenum  to  indicate  any 
morbid  condition  whatever. 

Dr.  Moorhead  said  they  owed  a  debt  of  gratitude  to  Mr. 
Mitchell  for  emphasising  the  seriousness  of  the  condition,  and 
for  assuring  them  that  he  could  recommend  operation  with  a 
free  mind.  Hyperchlorhydria  had  been  a  typical  symptom  in 
the  cases  of  duodenal  ulcer  which  he  had  seen. 

Dr.  Peacocke  asked  if  the  diagnosis  of  duodenal  ulcer  had 
been  made  by  the  symptom  of  "  hunger-pain  "  practically  alone, 
and  if  it  had  been  confirmed. 

Dr.  Bewley  said  if  the  hunger-pain  could  be  considered  a 
proof  of  duodenal  ulcer  the  condition  would  have  to  be  regarded 
under  the  categories  of  severe  and  shght,  as  they  found  cases 
which  were  relieved  by  food  and  by  medical  treatment.  Cases  in 
which  apparently  absolute  health  preceded  a  copious  haemorrhage 
were  not  so  uncommon,  and  he  did  not  think  the  diagnosis  was 
so  absolutely  clear  as  might  be  imagined. 

Dr.  Cahill  said  he  had  been  able  to  diagnosticate  duodenal  ulcer 
through  giving  foods  of  different  degrees  of  digestibility,  such  as 
beef  and  pork,  and  watching  the  time  relation  of  the  onset  of  pain. 

Mr.  Wheeler  asked  if  the  cases  of  perforation  occurred  without 
symptoms,  and  whether  a  diminution  in  the  amount  of  hydrochloric 
acid  would  account  for  the  want  of  symptoms  prior  to  perforation. 

Dr.  0' Carroll  said  they  might  regard  gastric  cases — other  than 
mere  indiscretions — as  being  either  muco-gastric  and  associated 
mth  a  diminution  or  excess  of  acid  secretion,  or  a  necrotic  or 
ulcerated  condition.  These  three  divisions  would  form  a  service- 
able basis  for  diagnosis.  They  might  assume  that  excess  of 
acid  was  in  many  cases  associated  Avith  ulceration  in  the 
stomach  or  duodenum.  He  hoped  that  thoy  would  in  future  be 
able  to  diagnosticate  the  condition  at  a  stage  that  would  prevent 
cases  having  to  go  to  operation.  Tests  for  acid  were  not  always 
absolutely  reliable,  as  in  some  cases  the  acidity  of  the  stomach 
overstayed  its  emptying,  and  set  up  an  ache  which  might  bo 
reUeved  by  food.  He  agreed,  of  course,  that  if  they  could  be 
sure  of  the  diagnosis  there  should  be  operation  on  the  spot. 

Mr.  Mitchell,  in  reply,  said  he  agreed  with  Dr.  O'CarroU's 
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remarks,  and  had  himself  declined  to  operate  in  certain  cases. 
While  it  was  valuable  to  have  an  outstanding  symptom  that 
would  give  a  direction  to  their  thought,  it  would  be  a  mistake 
to  regard  a  single  symptom  as  infallible.  He  had  not,  however, 
found  a  case  of  duodenal  ulcer  in  which  there  was  not  "  hunger- 
pain."  His  experience  of  the  locaUty  of  the  pain  was  varied, 
and  he  had  not  found  any  diminished  hydrochloric  acid.  In 
reply  to  Mr.  Wheeler  the  answer  was,  no.  The  condition  of 
duodenal  ulcer  might  be  commoner  in  the  North  than  in 
Dublin.  Since  March  5  he  had  been  consulted  by  ten  patients 
having  typical  signs,  and  in  four  operated  on  the  ulcer  was  found. 


CALMETTE'S  OPHTHALMO-REACTION  TO 
TUBERCULIN. 

By  GEORGE  B.  M'HUTCHISON,  B.A. 

It  is  often  by  no  means  easy,  with  the  ordinary  methods 
of  clinical  examination  at  our  disposal,  to  detect  the 
presence  of  the  early  stage  of  many  tuberculous  lesions ; 
and  whilst  their  insidious  onset,  so  frequently  associated 
with  sj-mptoms  at  once  vague,  ill-defined,  and  incon- 
stant, enhances  the  difficulties  of  diagnosis,  it  serves  to 
emphasize  the  importance  of  prompt  recognition  it  treat- 
ment is  to  be  carried  out  with  increased  chances  of  success. 
There  can  be  no  doubt  that,  in  hospitals  and  similar 
institutions,  the  subcutaneous  injection  of  tuberculin  has 
proved  of  great  service  in  rendering  the  existence  of  these 
obscure  lesions  more  apparent.  Its  adoption,  however, 
as  a  diagnostic  agent  in  general  practice  is,  for  the  most 
part,  precluded  by  reason  of  the  restrictions  which 
surround  its  administration,  such  as  confinement  to  bed, 
methodical  recording  of  temperature,  weight,  &c.,  and  by 
the  fact,  lately  insisted  on,  that  the  opsonic  index  for 
tubercle,  with  all  its  attendant  tedious  processes,  be 
estimated  at  stated  intervals.  Realising  both  its  useful- 
ness and  its  disadvantages,  several  workers  in  France  and 
Germany  have  been  striving  by  experimental  means  to 
discover  a  modification  of  the  test  whereby  the  technical 
objections  hitherto  associated  with  its  use  would  be 
overcome.  Such  a  modification  would  have  the  effect 
of  bringing  the  test  within  the  reach  of  the  general 
practitioner,  and  would  be  a  welcome  addition 
to     our    clinical     armamentarium.      Before     proceeding^ 
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further  I  wish   briefly  to   review   some  of   their  results. 
Von  Pirquet,  experimenting-  in  the  direction  of  tubercu- 
losis immunity,  found  that  if  the  skin  of  a  tuberculous 
patient  be  scarified — as  in  vaccination  -and  a  few  drops 
of  diluted  ''  old  tuberculin  "  rubbed  in,  a  small  red  papule 
appeared  in  twelve  to  thirty-six  hours  at  site  of  abrasion, 
and    persisted     for     several     days.      This     reaction    was 
not   obtainable   in  a    healthy    individual.      From  a   con- 
sideration of  oOO  cases  he  claimed  that  the  reaction  was 
positive    in    almost    all    cases    of    tuberculosis.     Vallee 
obtained  a  similar  reaction  in  cattle,  the  tuberculous  con- 
dition   of    which    had    been    previoush*    ascertained    by 
tuberculin      injections.      Lignieres      demonstrated      that 
scarification     was    not    essential,     as    an    equally    good 
reaction   occurred   when   tuberculin   was    simply   rubbed 
into  the  unabraided  skin.     Further  investigation  of  this 
"  cuti-roaction "    led    Dufour,    Sicard,    and    Descomps   to 
the     belief     that     it     was     inconstant     and     unreliable, 
but    it    remained   for   von   Pirquet   himself,    as    a   result 
of  more  extended    observations,    to    pronounce   definitely 
on  its   limitations     viz.,    that   a  reaction    was    indicative 
merely  of  present,    past,   active,   or   cured   tuberculosis, 
and,    for    purposes    of    diagnosis,    it   could   be   relied   on 
only    in    cases    of    infants    below    the    age    of    eighteen 
months.      Recently    Kopetz    and   others    of    the    AVarsaw 
Hospital    have    (questioned    this    statement.      They    i)ei- 
formed  the  cuti-reaction  on  198  cases  of  children  under 
one  year  and  obtained  a  positive  reaction  in  two  only  ot 
this  number,  yet   of   .■}o  <ases   which  <'ame  to  autoi)sy  4 
wi'ic   definitely    hilicrcuIouH.       They    coiichulcd    that    the 
olinical  value  of  von  Piniuet's  method  was  not  great,  and 
that  a  negative  result  especially  could  not  bo  relied  upon. 
In   May   of   last   year   Wolil-Kisner,  of  Vienna,    slated 
tliat  a  10  per  cent,  solution  of  "  old  tuberculin  "  |)roduced, 
wlirn  iii^^tillcd  into  tlie  eyes  of  sele<'ted  animals,  a  marked 
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conjunctivitis,  sometimes  associated  with  a  slight  general 
reaction,  and  he  suggested  that  the  test  he  extended  to 
human  heings.  His  announcement  is  interesting  if  only 
for  the  fact  that  it  anticipated  Calmette's,  but  he  does  not 
appear  to  have  put  his  suggestion  into  practice.  Vallee, 
however,  obtained  a  reaction  in  tuberculous  cattle  by  this 
means,  but  the  pain  accompanying  it  was  so  severe  that 
he  condemned  its  application  in  the  human  subject. 

It  was  on  the  ITth  June,  1907,  that  Professor  Calmette, 
of  the  Pasteur  Institute  at  Lille,  first  described  his  modi- 
fication of  the  ordinaiy  tuberculin  test  in  a  paper  read 
before  the  Academy  of  Sciences,  Paris.  He  termed  it  the 
"  Ophthalmo-reaction  to  Tuberculin,''  and  contended  that 
a  drop  of  his  glj'cerine-free  solution  of  tuberculin  when 
instilled  into  the  eye  of  a  j>atient  suffering  from  tubercu- 
lous trouble  in  its  active  form,  no  matter  how  obscure, 
invariably  produced  in  a  few  hours  a  definite  intlamma- 
tory  condition  of  the  conjunctiva  not  to  be  obtained  in  a 
normal  person.  The  reaction,  moreover,  was  local  in 
effect,  and  unattended  by  pain  or  rise  in  temperature. 

Composition  of  the  Preparation. — Calmette's  tuberculin 
consists  of  one  part  of  dry  tuberculin  precipitated  by 
alcohol  at  95^  and  dissolved  {?  suspended)  in  100  or  200 
])arts  of  sterile  distilled  water  or  iiomial  saline,  thus 
forming  a  1  per  cent,  or  0.5  per  cent,  solution.  Through- 
out my  experiments  I  have  always  used  the  latter 
strength,  believing  with  Citron  that  the  greater  the 
dilution  the  more  specific  is  the  reaction.  The  dry  tuber- 
culin can  be  obtained  from  the  Pasteur  Institute,  Lille, 
put  up  in  tiny  glass  phials  in  such  quantitj-  that  the 
necessaiy  solution  can  be  immediately  formed  as 
required  by  the  addition  of  ten  or  twenty  drops  of  distilled 
water  or  saline. 

I  have  personal  knowledge  of  the  test  only  in  its  liquid 
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form,  cnnveniently  retailod  in  small  fjlass  tuhes  with  lier- 
metically-sealed  pipette  ends.  Eaoh  tube  contains  suffi- 
cient for  five  to  eight  instiHutions,  and  can  be  converted 
into  an  "  eye-dropper  "  by  the  simple  expedient  of  break- 
ing off  both  ends  and  adjusting  over  its  stem  the  small 
rubber  cap  provided  for  the  purpose. 

To  Perform  the  E.vperiment. — The  patient's  eyes  should 
first  be  carefully  compared  and  examined,  and  any  inflam- 
matory condition  of  the  lids,  conjunctivse,  &c.,  if  present, 
sliould  be  noted.  Being  satisfied  that  the  eves  show  no 
disease  that  could  interfere  with  or  be  asfjrravated  bv  a 
reaction  the  lower  lid  of  one  is  gently  drawn  downwards 
and  slightly  outwards  and  a  drop  of  the  suspension  is 
inserted  in  the  lower  conjunctival  fornix.  The  retention 
and  distribution  of  the  fluid  are  much  facilitated  if,  after 
the  instillation,  the  lids  of  the  eye  are  manipulated  and 
approximated  several  times.  The  patient  should  be 
warned  against  wiping  or  rubbing  the  eye.  This  is  a 
necessary  precaution,  as  not  a  few  cases  are  recorded  in 
which,  owing  to  these  causes,  the  resulting  conjunctivitis 
was  intensified  in  the  instilled  eye,  and  even  involved  its 
fellow.  With  children  it  is  advisable,  in  the  majority  of 
cases,  to  ]ierform  tlic  cx])eriTn(Mit  when  they  are  asleep; 
otherwise  there  is  a  danger  of  the  tuberculin  being 
washed  away   in  a   Hood  of  tears. 

The  best  time  to  apply  the  tul)erculin  is.  I  think,  in  lh(> 
morning,  say  at  nine  o'clock,  l)ecause  in  ordinary  circum- 
stances a  reaction  will  have  been  established  about  four 
o'clock  in  the  afternoon,  and  tlayligbt  will  be  of  great 
assistance  in  helping  you  to  detect  it.  It  this  hour  is  nc.t 
practicable,  however,  the  experiment  may  be  done  at 
night  and  the  reaction  sought  for  <m  the  following  morn- 
ing. The  luirnuil  or  non-instilled  eye  should,  in  all 
cases.  l>e  utilised  as  a  "control."     By  comparing  it  with 
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the  affected  eye  not  nnh-  the  piesenrp  hut  the  severit}^  of 
the  reaction  can  be  det^nnined. 

The  Reaction. — In  a  tuberculous  subject  the  reaction, 
which  is  essentially  a  catarrhal  conjunctivitis,  generally 
appears  in  five  to  eight  hours  after  instillation,  and  lasts 
for  a  period  varying  between  twelve  hours  and  fifteen 
■days,  the  average  duration  being  three  or  four  days.  It 
is  by  no  means  necessarj^  for  a  reaction  to  persist  for  this 
length  of  time  to  be  considered  jDositive ;  it  must,  how- 
■ever,  last  not  less  than  eight  honrs  (Letulle).  In  the 
majority  of  cases  no  pain  or  discomfort  is  felt  by  the 
patient,  but,  exceptionally,  subjective  symptoms  may 
arise.  These  can  to  a  large  extent  be  obviated  by  alwavs 
using  0.5  per  cent,  suspensions. 

The  reaction  has  been  classified  in  a  variety  of  ways 
according  to  the  intensity  of  the  resulting  ojihthalmic 
inflammation.  I  do  not  propose  to  enter  into  an  elaborate 
description  of  its  phases,  and  content  myself  by  simply 
classifying  it  as— (a)  Mild,  [h]  moderate,  (c)  severe. 

(a)  A  mild  reaction  is  shown  by  a  diffuse  redness  of  the 
inferior  conjunctiva  extending  to  the  plica  semilunaris, 
and  sometimes  implicating  the  caruncula.  The  lymphoid 
follicles  of  the  tarsal  conjunctiva  ma}-  become  prominent, 
and  the  ocular  conjunctiva  at  the  inner  canthus  injected. 
Slight  amount  of  hichrymation  may  be  noticed. 

(6)  A  moderate  reaction  includes  {u)  but  ([uickly 
becomes  moi-e  pronounced.  The  caruncula  is  always 
involved.  The  vessels  around  the  periphery  of  the  bulbar 
conjunctiva  are  injected  and  the  palpebral  conjunctiva 
congested.  Lachrymatiim  is  present,  and  smarting  may 
be  complained  of.  Frequently  in  the  mornings  the  lids 
and  eyelashes  are  stuck  and  matted  together  by  reason  of 
the  increased  Meibomian  secretion. 

((•)  The  severe  reaction  is  characterised  by   great   con- 
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srestion  and  tumefactinn  of  the  farunfula  and  iilica, 
together  with  chemosis  and  injection  of  the  Inilbar  con- 
junctiva. Lachrvmation  is  profuse,  and  there  is 
abundant  muco-fibiiuous  exudation.  Photophobia  and  a 
feeling  as  though  there  was  a  "  piece  of  dirt  "  in  the  eye 
often  accompany  this  type  of  reaction,  liarely  pains  in 
the  head  and  temporary  impairment  of  vision  occur. 

It  need  scarcely  be  said  that  there  are  numerous 
departures  from  this  general  descri])tion  of  the  reaction. 
Sometimes,  for  instance,  the  conjunctivitis  is  so  mild 
that  it  is  difficult  to  say  definitely  whetlier  it  is  positive 
or  not.  In  doubtful  cases  cytological  examination  of 
the  eye  secretion  has  been  i*ecommended  by  Lafon 
and  Lautier.  formally  this  secretion  contains  very  few 
polynuclear  leucocytes,  but  a  marked  increase  in  their 
number  takes  ])lace  even  when  a  reaction  is  veiy  faintly 
marked.  It  is  true  that  in  slight  chronic  conjunctival 
infections  there  is  also  an  increased  number  of  these 
leucocytes,  but  such  infections  are  usually  bilateral,  and 
thus  error  nuiy  be  avoided.  Before  gi'ii^g  further  I  may 
at  once  say  Ihat  so  far  as  clinical  diagnosis  is  concerned 
it  is  immaterial  whether  the  reaction  is  mild  or  severe 
the  important  fact  being  that  it  is  present.  The  mild- 
ness or  severity,  moref>ver,  is  no  criterion  of  the  extent  or 
activity  of  the  tuberculosis.  1  hough  it  may  serve  to 
indicate  the  state  of  the  ])atient*s  resistance. 

FrhriJr  ami  ('i)nsfil iitinnaf  J)i.sturl)(tn<cs.-  \u  none  of 
my  case-;  did  T  detei  1  the  slightest  rise  in  temperature, 
and  tliis  seems  to  l)e  the  grncrnl  experience,  though 
Dumarest  and  Arloing  found  a  vise  in  temperat»ire 
varying  lietween  a  half  and  two  lU^grees  Centigrade  in 
four  of  their  cases.  With  the  exception  of  one  jiatient. 
who  comphiincd  of  sharp  pain  in  hi*;  eyi".  1  did  mtt  meet 
with   an\    giving  evidence  of  c()n>i  it  ut  innal  dist\irbances. 
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such  as  vomiting,  general  pain,  &c.  When  it  is  remem- 
bered that  febrile  reaction  and  malaise  are  not  least 
among  the  objections  to  the  subcutaneous  use  of  tuber- 
culin the  importance  of  these  advantages  will  be  readily 
admitted. 

The  Cause  of  the  Reaction. — As  a  result  of  persistent 
cell-stimulation  by  the  toxins  of  the  tubercle  bacilli  a 
redundant  amount  of  protective  substances  is  formed 
around  the  infected  foci.  It  has  been  shown  that  not 
onl)'  the  cells  surrounding  these  but  all  the  cells  of  the 
body  are  involved  in  the  stimulation,  and  that  the  latter 
also  are  ready,  as  occasion  arises,  to  throw  off  protective 
substances.  Xow,  when  a  drop  of  the  watery  susi>ension 
of  tuberculin  is  instilled  into  the  eye,  the  hypersensitive 
cells,  capable  of  forming  these  anti-bodies,  are  stimulated 
to  produce  an  excess  of  them.  The  anti-bodies  in  turn, 
by  attacking  the  tubercle  bacilli  or  fragments  of  such 
caught  in  the  conjunctiva,  liberate  endotoxins  which 
possess  the  power  of  setting  up  inflammatory  changes  in 
the  eye  and  thus  give  rise  to  the  ophthalmo-reaction. 

Several  other  points  connected  with  the  reaction  still 
remain  to  be  considered.  For  the  sake  of  clearness  I 
tabulate  them  as  follows  :  — 

I.  In  a  small  number  of  cases  either  definitely  tuber- 
culous or  strongly  suspected  the  reaction  may  be 
(a)  altogether  absent,  (6)  delayed  for  an  abnormal  time, 
or  {c)  present  only  after  several  instillations. 

II.  In  certain  affections  clinically  not  tuberculous,  a 
positive  response  may  be  sometimes  elicited. 

I.  (a)  The  Reaction  may  he  Absent.— It  has  been 
found  that,  with  few  exceptions,  no  reaction  can 
be  obtaiueil  in  very  advanced  cases  of  pulmonary 
tuberculosis  or  in  acute  miliary  tuberculosis.  To  these 
some   observers  add  a   third  condition— viz..    tuberculous 
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peritonitis.  There  are  one  exam])le  of  acute  miliary 
tuberculosis  and  two  of  advanced  phthisis  in  my  collec- 
tion, and  in  none  of  them  was  a  positive  reaction  obtained. 
Of  four  cases  of  tuberculous  peritonitis  three  reacted 
positively.  Eyre  and  others  of  Guy's  Hospital  also  got 
positive  results  in  all  their  examples  (eight  in  number) 
of  this  condition,  so  that  the  reason  for  its  inclusion  under 
this  heading  cannot  well  be  upheld. 

It  is  easily  understood  why  a  reaction  is  seldom  obtained 
in  cases  of  advanced  pulmonary  or  acute  miliary  tuber- 
culosis. In  such  affections  it  is  known  that  bacilli  are 
present  in  large  quantity  and  may  frequently  be  cultivated 
from  the  blood.  The  small  amount  of  lysins  and  opsonins 
produced  as  a  result  of  the  tuberculin  instillation  is  siMzed 
on  by  these  bacilli,  leaving  none  to  combine  wiili  the 
bacilli  or  fragments  of  such  enmeshed  in  the  conjunctiva. 
The  consequence  is  that  no  endotoxin  is  released,  and, 
therefore,  no  inflammation  results  (Smithies  and  "Walker). 

ih)  The  Reaction  may  he  Delayed. — The  reaction  may 
be  delayed  for  twenty-four,  forty-eight,  or  even  ninety- 
six  hours,  but  often  ultimately  appears  in  an  aggravated 
form.  In  this  connection  Napier,  of  Glasgow,  cites  two 
cases  in  whidi  a  reaction  was  (lcla\-c(l  for  IliirtctMi  and 
twenty-one  days  respectively,  eventually  manifesting 
itself  in  a  violent  and  ])rolonged  form  when  tuberculin 
was  injected  subcutaneously.  Three  of  my  cases  showc  d 
delay  in  res])onding  to  the  iulxMculin.  l)ut  in  none  was  it 
greater  than  thirty-six  houis.  It  is  probable,  at  time  of 
experiment,  the  opsonic  index  of  the  patients  was  in  the 
*'  negative  phase." 

(c)  .1  Reaetion  "xiy  ti<>i  a/i/irnr  till  sin  ml  /\.i/)rri- 
ments  have  hrcn  /'cr/nmicd.  This  was  well  brought  oul 
in  seven  of  my  cases  in  wliich  reactions  were  nol  obtained 
till    tlic    sciniid,    lliird,    or    fourth     instillation.     As    an 
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instance  of  this,  one  case  of  pleural  efiusion  (vide 
Table  II.),  an  as23irated  sjaecimen  of  which  microscopic- 
ally showed  a  lymphocytosis,  gave  a  positive  result 
lasting  for  eight  days  only  on  the  fourth  trial.  It  may, 
therefore,  be  laid  down  that  in  a  suspected  case  failure 
to  respond  to'  the  first  or  second  instillation  must  not  be 
taken  as  final  evidence  that  the  patient  is  not  tuberculous. 
On  the  other  hand,  if  a  jiositive  reaction  fails  to  appear 
after  four  or  five  instillations  made  at  intervals  of  a  few 
days,  it  is  justitiable  to  assume,  cccteris  ijaiihus,  that  the 
patient  is  free  from  tuberculosis.  Negative  phase  of  the 
patient's  opsonic  index  or  defective  technique,  such  as 
using  an  old  or  deteriorated  tuberculin  suspension,  may 
be  assigned  as  the  two  chief  causes  for  the  non-appearance 
of  a  positive  result  in  suspected  cases  on  the  initial 
experiment. 

II.  Ill  certain  Conditions  Clinically  not  7iiherciilou<  a 
Positive  Response  may  he  sometimes  Elicited. — The  most 
important  of  these  are  syjjhilis,  influenza,  enteric  and 
rheumatic  fevers.  I  got  a  reaction  in  one  syphilitic  case ; 
in  two  others  no  result  was  obtained.  A  case  of  influenza 
leacted  positively  on  the  first  occasion,  but  the  reaction 
did  not  reappear  when  the  experiment  was  repeated.  A 
case  of  rheumatic  fever,  on  which  three  experiments  were 
l-erformed,  also  failed  to  respond.  Of  fouj-  enteric 
cases  a  positive  reaction  lasting  two  days  was  obtained 
in  one  as  the  outcome  of  an  instillation  performed  during 
the  first  week  of  ihe  fever;  but  this  case  faileil,  as  did 
the  other  throe,  to  give  any  reaction  to  experiments 
■|)erformed  during  the  fourth  week.  These  results  are 
in  accordance  with  those  of  Grunbaum  and  Austin,  who 
got  no  reaction  in  their  typhoid  cases  during  the  non- 
febrile  and  convalescent  stages.  The  peculiar  suscepti- 
bility   of    enteric    fever    to    the    ophthalmo-reactiou    has 
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already  lieen  pointed  out  hy  Colin,  and  it  may  he  tliat,  as 
a  result  of  the  bacteriolysis  of  large  quantities  of  typhoid 
bacilli,  a  specific  sensitiveness  is  developed,  not  only  to 
typhoid  bacilli  extracts,  but  also  to  all  bacterial  proteids, 
including  tuberculin  (tlio  so-called  "  group  reaction  "). 
Another  explanation  of  the  reaction  is,  of  course,  that 
co-existing  with  the  fever  were  some  tuberculous  foci,  the 
presence  of  which  was  not  observed. 

The  Diaffitosfic  Value  and  /^imitations  of  Calmette's 
Tuherevlin. — In  the  first  place,  with  regard  to  its 
diagnostic  value  in  general  tuberculous  affections,  I  pro- 
pose briefly  to  retail  the  results  of  my  investigations. 
Two  hundred  and  ten  instillations  were  performed  on  140 
different  individuals,  divided  into  the  following  three 
classes  :    - 

(a)  ('liniealhj  t iiJ>ereuh)us — confined  to  cases  in  which 
either  tubercle  bacilli  were  found  in  the  sputa,  or  well- 
marked  physical  signs  showed  the  undoubted  ])resencc  of 
tuberculosis. 

(b)  Suspeeted  tuhereuhnis — -cases  which,  whilst  not 
definitely  tuberculous,  were  suggestive  of  tuberculosis 
from  a  consideration  of  signs,  symptoms,  or  history. 

(c)  ClinieiilJ jj  non-tiihereiiloiis  cases  in  which  no 
lesion  could  \)v  detected.  A  number  of  thciu  was  taken 
at  random   fof  the   puijiiise  of  *'  controls." 

The  first,  or  clinically  tuberculous  class  (r/V/c  Table  I.), 
comprises  51  cases,  nuide  uj)  as  follows  :  21  cases  of  tuber- 
culous joints,  7  tuberculous  bone,  11  phthisis,  5  lupus. 
•  I  tubciculons  j)critnnit  is,  2  tuberculous  abscess,  one  of 
tul)ercnious  glands,  and  one  of  tuberculous  ulcers  of 
bladder.  (If  this  number  4'l  reacted  positively,  reaction 
b(>iiig  established  in  five  to  eight  hours,  and  lasting,  on 
an  averuge,  foiir  (hiys.  In  12  cases  the  reaction  was  severe, 
it  was  delaved  12  to  ^{(i  hours  in  2.  and  in  one     an  advanced 
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case — it  was  slight.  The  5  cases  of  lupus  were  under- 
going tuberculin  treatment  at  the  time  of  the  experiment, 
and  their  reactions  were  correspondingly  severe,  showing 
that  their  resistive  power  was  good.  Of  the  8  cases  which 
failed  to  react  7  were  definitely  negative,  and  one  was 
indeterminate. 

The  second,  or  suspected  tuberculous  class  [vide 
Table  II.),  comprises  35  cases  and  61  experiments.  Of 
the  27  positive  cases  20  reacted  on  the  first,  4  on  the 
second,  2  on  the  third,  and  one  on  the  fourth  instillation — 
the  average  duration  of  reaction  being  3^  days.  Included 
in  this  class  are  15  cases  of  simple  pleural  effusion,  in  9  of 
which  a  lymphocytosis  was  found.  It  is  interesting  to 
note  that  all  gave  a  positive  reaction.  This  helps  to  bear 
out  the  fact,  insisted  on  bj-  many,  that  the  great  propor- 
tion of  pleural  effusions  is  tuberculous  in  origin. 

The  third,  or  clinically  non-tuberculous,  class  {vide 
Table  III.)  includes  GO  cases  on  which  80  experiments 
were  performed.  In  it  are  examples  of  heart,  kidney, 
gastric,  nervous,  and  skin  diseases,  bone  lesions,  syphilis, 
fevers,  &c.  Fifty-four  cases  did  not  respond  to  the 
tuberculin  instillations.  Six  positive  reactions  were 
obtained — viz.,  in  one  case  each  of  secondary  syphilis, 
enteric  fever,  infiuenza,  adenoids,  rickets,  and  transverse 
myelitis.  In  none  of  these  cases,  naturally,  could  tuber- 
culosis be  absolutely  excluded. 

The  foregoing  results  may  be  summarised  in  the  follow- 
ing table.  From  it  an  opinion  as  to  the  diagnostic  merits 
and  reliability  of  Calmette's  tuberculin  may  be  formed  : — - 

IVlCtMlt.  ..f  + 

results. 
Clin.  Tiibercuknis  Cases,  :"1  ;  Positive,  43  ;   Negative,  .S  ^  84.3  per  cent. 
Su.<pecteil         „  ,,      •>•"> ;         .,         -7 ;  ,,         S  =  77.7 

Clin.  Non-        „  „      00  ;         „  O  :  .,       P4  r=  10 

These    percentages    agree    fairly    closely    with     those- 
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obtained  hj  others,  for  instance,  Citron,  whose  results 
were  positive  in  80-90  per  cent,  of  his  tuberculous  cases, 
in  79-80  per  cent,  of  suspected  cases,  and  in  0  per  cent.,  or 
very  rarely,  in  people  not  tuberculous.  ^luscat's  results 
may  also  be  quoted — 87.5  per  cent,  tuberculous  cases 
reacted,  of  suspected  cases  76  per  cent,  gave  a  positive 
reaction,  and  in  non-tuberculous  cases  a  positive  reaction 
was  obtained  only  once. 

In  the  second  place,  with  regard  to  the  value  of 
Calmette's  test  in  ophthalmology. 

Apart  from  diseases  definitely  tuberculous  there  are 
certain  lesions  of  the  eye,  the  tuberculous  origin  of  which 
has  long  been  suspected,  and  it  would  appear  that 
Calmette's  tuberculin  will  be  instrumental  in  finally 
determining  their  nature.  I  may  instance  phlyctenular 
disease,  sclerotitis,  chronic  irido-cyclitis,  interstitial 
keratitis,  and  certain  tomis  of  choroiditis.  That  a  large 
proj)ortion  of  these  is  undoubtedly  due  to  tuberculosis 
may  be  gathered  from  the  observations  of  Stej)henson,  of 
London,  aud  Aubaret  and  Lafon  who  obtained  positive 
results  in  examj)]es  of  these  aftectous.  The  latter  believe 
that  the  o])hthalmo-reaction  will  render  great  service  in 
ophthalmology,  but  consider  that  ilio  test  can  be  ai)plied 
only  in  such  affections  as  do  not  involve  the  external 
membranes.  Painblan  obtained  positive  results  in  two 
cases  of  tuberculosis  of  the  c()njuuctiva.  Bruuetiere  was 
unsucccssliil  ill  three  cases  of  kerato-irit  is.  interstitial 
keratitis,  and  cxiidat  ivc  choroiditis,  which  wer»>  thouglit  to 
be  tuberculous.  In  a  further  communication  he  expresses 
his  hclief  in  \\iv  value  of  the  test  whilst  regret  t  ing  that  it 
cannctt  Itc  utilised  in  all  dtMilitful  cases.  Urasset  and 
liinibaud  obt^iined  reactions  in  .several  cases  also,  and 
cojisider  that  Calmette  has  endowed  us  with  a  valuable 
means    of    diagnosing    tuberculosis.      There    can    be    no 
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doubt  that  the  preponderatiug  opiuiou  among  ophthal- 
raologists  is  that  the  test  will  prove  a  distinct  aeqiiisition. 
In  the  third  place,  there  are  other  ways  that  will 
suggest  themselves,  in  which  Calmette's  tuberculin  will 
become  vahiable.  For  instance,  the  test  may  ))e  applied 
from  time  to  time  to  those  families  in  which  tuberculosis 
is  feared.  If  the  disease  attacks  any  member  it  will  be 
recognised  long  before  clinical  symptoms  present  them- 
selves, and  the  bearer  of  it  removed  and  placed  under 
suitable  treatment.  By  its  use  in  schools,  hospitals, 
])ublic  services,  &c.,  those  who  are  suffering  from 
active  tuberculous  lesions  will  be  detected,  and  the 
S])read  of  the  disease  checked.  Finally,  Calmette 
claims  that,  thanks  to  its  fidelity  and  harmlessness, 
attested  by  more  than  10,000  observations,  published  in 
all  countries,  his  reaction  merits  the  confidence  of 
physicians,  and  can  play  a  great  part  in  the  social 
struggle  against  tuberculosis. 

The  limitations  of  the  test  are  few.  First,  it  is  useless, 
for  diagnostic  purposes,  in  the  case  of  children  under  one 
year,  even  those  born  of  tuberculous  mothers.  This  is,  in 
passing,  an  argument  in  favour  of  the  theory'  that  a  child 
is  never  born  with  tuberculosis.  Infants  of  two  years  old 
react  in  the  proportion  of  3.42  per  cent.,  and  the  per- 
centage materialh'  increases  with  age.  Secondly,  as  I 
have  already  pointed  out,  it  is  almost  useless  in  cachectic, 
moribund,  or  very  advanced  cases  of  pulmonary-  tubercu- 
losis, and  in  cases  of  acute  miliary  tuberculosis. 

Treatment  of  Conjunctivitis. — In  those  cases  in 
which  the  conjunctivitis,  set  uj)  by  the  tuberculin 
instillation,  persists  I  think  it  desirable,  more  especially 
in  private  practice,  to  submit  it  to  treatment,  not 
because  the  patient  suffers  from  any  discomfort,  but 
because  the  inflamed  appearance  of  the  eye  may  give  rise 
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to  anxiety  or  anuoyance  on  the  part  of  his  friends  and 
relations.  In  most  cases  a  simple  eye-wash,  surli  as  boric 
lotion,  suffices.  A  1-5000  solution  of  adrenalin  has  also 
been  recommended.  When  chemosis  is  present  an 
•ointment  consisting  of  cocaine  and  adrenalin  may  be  used 
with  good  results,  or  small  ire-bags  applied. 

Conclusions. — It  is  impossible,  from  the  results  of  my 
investigations,  to  remain  unconvinced  of  the  value  of 
ihe  test.  It  appears  to  l)e  a  simple,  harmless,  and 
efficient  means  of  diagnosing  tubercle  in  any  part  of  the 
body.  Its  instillation  does  not  rouse  into  activity  any 
latent  tuberculous  foci  present.  Its  convenience  and 
rapidity  of  action,  its  lack  of  pain  and  of  febrile  or  con- 
fttitutional  disturbances  alike  recommend  it. 

All  suspected  cases  in  which  the  primary  insi illation  is 
negative  should  be  reinstilled  at  intervals  of  a  few  days 
before  arriving  at  any  definite  conclusions  regarding  them, 
and  it  must  not  be  forgotten  that  the  ophthalmic  reaction 
should  always  be  ac(om])anied  by  a  thorough  clinical 
examination. 

Finally,  I  wish  to  tender  my  thanks  to  Mr.  Swan  for 
his  kind  ])ermission  to  utilise  certain  of  his  cases  at  the 
OrtliopaMlic  llos])ital  for  experimental  p\irposes,  to  Dr. 
!^^oorhead  for  allowing  me  to  include  in  my  tables  details 
of  127  cases  experimented  on  by  him  at  the  Iloyal  City  of 
Dublin  Hospital,  and  to  Dr.  Kirkpatrick,  of  Steevens' 
Hospital,  for  permitting  me  to  undertake  these  investiga- 
tions while  acting  as  his  Resident.  I  am  specially 
indebted  to  him  for  his  encouragement  and  helpful 
suggestions. 
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.Man,  aged  '2i  years. 
Xo  T.  I>.  in  s])utun!  : 
physical  signs  slight . 


SiuniiMri/. 


Positive  Negative  Per  Cent,  of 

No.  of  Cases    i    Experiments    ,     Reaction  in         Rea<!tion  in  +  Results 


35 


Gl 


27 


77.7 
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Table  III. — Clinically  Non-tuberculous. 
(a)  Beaciion  negative. 


No.  of 
Cases 


Clinical 
Diagnosis 


No.  of 
Instilla- 
tions 


Remarks 


Scabies 

Psoriasis 

Erythema  Nodosum 

Rheumatic  Fever 

Scarlatina 

Measles 

Rubella 

Malaria 

Enteric  Fever 

?  Enteric  Fever 

Pneumonia 
Heart  Disease 
Chlorosis 
Phlebitis 


2       (laatric  Ulcer 


Gastrectaftis 
Tonsillitis 
Chronic  Hronchitis 
Acute  Bronchitis 
Interthoraoio  Tumotir 
Secondary  Syphilis 
Syphilitic  DemiatitiB 


Widal  positive.  Instillations  i)er- 
formed  at  commencement  of  fourth 
week.  X.B. — One  of  these  cast - 
also  appears  in  {b)  of  this  table. 

Widal  negative.  At  P.-M.  luii-> 
were  found  to  be  studded  witli 
miliary  tubercles. 

Experiment  performed  at  onset  of 
condition. 


A  faint  reaction  was  obtaiurci  on  tirnt 
attemiit  ;  it  disai)]icari'd  iii  two 
hours.  Second  experiment  negative. 


Xo  T.    r>.  found  in  s]iutnin. 
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No.  of 
Cases 

Clinical 
Diagnosis 

No.  of 
Instilla- 
tions 

Remauks 

1 
1 
1 
1 
1 
3 
1 
1 

(J 

I 

Gonorrhceal  Synovitis 

C'lu'onic  Neplu'itis 

Infantile  Paralysis 

Mastoid  Absciess 

Scoliosis 

Rickets 

Coxa  Vara 

Deformed  Foot 
(traumatic) 

Talipes 
0])tic  Neuritis 

1 
1 
1 
2 
1 
3 
3 
1 

0 

1 

A  slight  congestion  of  lower  con- 
junctiva noticed  ;  it  disappeared  in 
three  hours. 

In  one  case  there  was  observed  a 
slight  redness  ;  it  remained  only  for 
a  few  hours. 

(b)  Reaction  positive. 

1 

1 

1 

1 

1 

1 

Secondai'y  Syphilis 
Kntcric  Fever 

Inliiien/.a 

Adenoids 

Myelitis  ('riJi;is\ei-sc) 

Rickets 

1 
.) 

2 

1 
I 

I 

1 

Reaction  mild ;  gone  in  twenty-four 
hours,    and   confined   to   moderate 
congestion  of  lower  palpebral  con- 
junctiva and  plica. 

Widal  ]iositivc.     The  initial  ex])eri- 
ment    was   performed   during    first 
week,  and  a  positive  reaction,  last- 
ing   for    two    days,    was    obtained. 
Two  further  experiments,  jierfornu'd 
during  tiie  fourth   week,   failed  to 
elicit  a!iy  response.     This  ease  also  | 
appears  under  (a)  of  this  table. 

Positive  on  first  occasion,  lasted  for 
two    days.      Negative    on    second 
attempt.      No     T.    B.     found      in 
sjiutum. 

Reaction    (Chuss    I.)    remaiiunl    two 
days.      No  clinical  t»igns  evident. 

Patient     rtvently     recovered     from 
eerebro-spin>il  meningitis.    Reaction 
feeble  ;  remained  for  two  days. 

Reaction  mild  ;   remained  one  day. 
Delayed  for  twenty-four  hours. 

llfi  Cahncttcs  OphtliaJmo-rcaction  to  Tubcrculhi. 

Siimmar}/. 


No.  of  Capes 

T^         .         .              Positive 
Experiments        ^^^^.^^  .^ 

Negative 
Reaction  in 

1 
Per  cent,  of 
+  Results 

60 

80 

6                         54 

10                  ! 
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OXALURTA  AND  PHOSPHATURIA. 

By  WALTER  G.  SMITH,  M.D.; 

Ex-President,  Royal  College  of  Physicians  of  Ireland; 
Physician  to  Sir  Patrick  Dan's  Hospital. 

[Read  in  the  Section  of  Medicine,  May  22,  1908.] 

"  The  question  of  the  conditions  of  the  formation,  solution, 
and  separation  of  calcium  oxalate  forms  an  important  chapter 
of  pathological  chemistry "  (Bunge,  Organic  Chemistry, 
1907,  p.  64).  This  observation  by  Bunge  may  fairly  be 
widened  so  as  to  include  phosphaturia,  and  ^\^ll  serve  as  the 
text  for  my  present  communication. 

The  precipitation  of  salts  of  Ca  or  of  Mg  from  the  urine  is 
closely  connected  with  the  grade  of  acidity  of  the  lU'ine. 
There  is  reason  to  hold  that  the  primary  secretion  of  urine 
from  the  glomeruh  is  of  feebly  alkaline  reaction.  In  the 
convoluted  tubes  certain  secondary  reactions  not  yet 
thoroughly  understood — possibly  absorption  of  Na  ions — 
seem  to  take  place,  resulting  in  an  acidic  reaction,  which  is 
usually  a  little  more  than  sufficient  to  balance  the  alkalinity 
of  the  glomerular  secretion.  Hence  the  ordinary  acidic 
reaction  of  the  urine  as  it  escapes  from  the  body  is  the  algebraic 
sum  of  two  factors  : — 

(a)  An  alkaline  factor  (Malpighian  tufts) ; 

(b)  An  acidic  factor  (convoluted  tubes). 

An  analogous  state  of  things  occurs  in  the  secretion  <>f 
sweat,  which  may  be  regarded  as  a  highly  dilute  urine.  The 
skin  is,  as  it  were,  a  huge  outspread  kidney,  although  in  man 
its  renal  (and  respiratory)  functions  do  not  play  so  important 
a  part  as  in  some  of  the  lower  animals.  Sweat,  as  it  springs 
from  the  coil-glands  of  the  skin,  is  feeblv  alkaline  in  reaction. 
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The  epidermis  possesses  an  inherent  acidic  reaction  of  its  own. 
as  shown  by  phenol-phthalein,  and  as  the  feebly  alkaline 
sweat  wends  its  way  through  the  strata  of  the  acidic  epidermis 
to  the  surface  the  net  result  is  that  free  sweat,  in  health, 
shows  a  feebly  acid  reaction,  even  to  litmus. 

OXALURIA. 

It  is  worth  while  to  recall  a  few  historical  data.  Oxalic 
acid  Avas  prepared  from  sugar  by  Scheele  in  1770,  and  in  HB'l 
he  showed  its  identity  \vith  the  acid  of  "salt  of  sorrel" 
(oxalis).  Wollaston  discovered  oxalate  calculi  in  1707,  and 
Donne,  in  1838,  was  the  hrst  to  observe  crystals  of  calcium 
oxalate  in  urine. 

In  1842  Dr.  Golding  Bird's  researches  were  published,  and 
his  admirable  book  on  urinary  deposits  is  still  well  worth 
consulting.  He  showed  the  comparative  frequency  of  crystals 
of  calcium  oxalate  in  urine,  and  he,  and  subsequently  Prout. 
claimed  for  this  salt  a  connection  with  certain  ailments 
characterised  generally  by  nervous  irritability,  and  he  gives 
eight  illustrative  cases  in  his  book. 

Before  taking  up  the  clinical  aspects  of  oxaluria  let  us 
inquire  into  the  chemical  relations  of  oxalic  acid.  It  is  a 
dibasic  acid,  and  its  formula  is  usually  written  as  HjCjO^,  or 

rOOH  ^^^'^  ^^^  ^^^^  ^^^^  crystallises  in  rhombic  prisms 
with  2  H2O,  and  in  this  state  it  may  be  regarded  as  ortho- 
oxalic  acid,  and  its  formula  expressed  as  /i/rvxj\ 

The  possible  oxalates  in  urin(>  are  : — 

(a)  Oxalates  of  the  Alkalies. — These  are  all  soluble,  and  arc 
therefore,  never  found  in  sediments  or  calculi. 

(h)  Oxalate  of  Vrea  (never  found  in  calculi). — In  concen- 
trated solutions,  oxalic  acid  precipitates  urea  oxalate,  and  its 
crystalline  form  serves  for  the  detection  of  urea. 

(c)  Oxalates  i»f  Ca  and  /l/j/.— Magnesium  n.xalate   is  sufli- 
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ciently  soluble  not  to  be  deposited.  Hence  it  follows  that 
calcium  oxalate  is  the  only  salt  which  is  ever  pathologically 
precipitated. 

The  familiar  brilliant  octahedral  crystals  are  composed  of 
CaC204,3H20,  varying  in  size.  When  calcium  oxalate  is 
rapidly  precipitated — e.g.,  by  adding  oxalic  acid  to  lime 
water — it  crystalhses  in  small  monocUnic  plates,  CaC204,  H2O, 
"  Dumb-bell  "  crystals  are  rare.  They  are  discoid  crystals 
with  central  depression,  seen  edgewise. 

Ca  and  Mg  are  both  chemically  and  physiologically  closely 
related  in  the  animal  and  vegetable  worlds. 

Mg  seems  to  be  necessary  to  all  plants,  and  Ca  to  all  except 
the  lower  fungi  and  algae.  It  is  not  known  why  soluble 
oxalates  are  present  in  abundance  in  certain  plants,  even 
although  they  be  supplied  "with  Ca  salts,  nor  why  calcium 
oxalate  is  often  precipitated  in  cells  or  regions  which  are 
not  those  where  the  oxalic  acid  is  found  (PfefEer). 

In  some  cacti,  calcium  oxalate  forms  80  per  cent,  of  the 
dry  weight. 

In  animals  (rabbits)  it  has  recently  been  shown  by  Meltzer 
and  Auer  that  Ca  salts  can  neutralise  or  antagonise  serious 
symptoms  produced  by  subcutaneous  injection  of  MgS04. 
So  it  would  appear  that  the  companionship  of  Ca  and  Mg 
within  the  body  means,  at  least  in  some  instances,  not  a 
concerted  action  of  similar  effects,  but  rather  a  resultant 
effect  of  antagonistic  actions  {Nature,  May  14,  1908). 

In  man,  inorganic  Ca  salts  are  absorbed  from  the  bowels 
to  a  very  small  extent ;  magnesium  salts  more  readily. 
Ca  salts  are  excreted  mainly  by  the  bowel,  whereas  Mg  salts 
are  excreted,  about  50-00  per  cent,  by  bowel,  and  35-40 
per  cent,  through  the  urine.  The  average  normal  amount  of 
CaO  in  the  day's  urine  of  an  adult  is  about  0.16  grm.  The 
amount  of  MgO  is  about  0.23  grm. 

Rickets  shows  no   marked  intlueiice  on  the  excretion  of 
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CaO  in  urine,  but  the  excretion  is  increased  in  severe  cases  of 
diabetes,  CaO  being  abstracted  from  the  bones  by  the  patho- 
logical acids  formed  in  this  disease. 

Oxalic  acid  is  fairly  stable,  yet  it  can  be  easily  oxidised 
into  CO2,  or  into  CO2  and  CO. 

The  fundamental  changes  are  : — 
C2O4  =  2  CO2. 
C2O3  (anhydride)  =  CO2  +  CO. 

These  changes  are  demonstrable  by  simple  experiments'* : — 

(a)  Cold  aqueous  solution  of  oxalic  acid  mixed  with  a  little 
Mn02  gives  off  CO 2  freely. 

H,C204  +  0  =  H,0  +  2  CO.. 

(&)  Oxalic  acid  decolorises  solution  of  KMnO^,  and  is  oxidised 
into  CO2.  This  fact  is  made  use  of  analytically  in  the  titration 
of  oxalic  acid. 

(c)  Oxalic  acid,  heated  \\ith  strong  H2SO4,  gives  off  mixed 
gases — CO  and  CO 2. 

C2O3  =  CO2  +  CO. 

It  is  a  remarkable  fact  that,  considering  the  facihty  with 
which  oxalic  acid  can  be  thus  decomposed,  it  undergoes  no 
oxidation  in  the  human  body,  and  hence  cannot  contribute 
towards  the  energy  of  the  body. 

Injected  subcutaneously,  oxalates  are  excreted  quantita- 
tively and  unchanged. 

The  quantity  of  oxalic  acid  excreted  daily  in  the  urine  is 
about  50  mgrm.,  or  from  0.015  to  0.2  grm.  Whence  docs  the 
oxalic  acid  arise  i 

There  are  two  sources  : — 

(a)  Exogenous — i.e.,  from  vegetable  food.  This  is.  doubt- 
le.SM,  the  chief  and  most  variable  source.  The  j)roportions  of 
oxalic  acid  in  some  common  articles  of  diet  are  : — Cocoa. 
4.5  grms.  per  kgrni.  ;  tea.  :\.l  ;  coffee.  0.1  ;  spinach.  3.2; 
rhubarb.  2.1  ;  jxitafo.  0.4  ;  cabbage.  0.2. 
•Shown  at  the  meetinf;. 
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(6)  Endogenous — i.e.,  from  metabolism  within  the  body. 
This  contingent  is  derived  from  : — 

(i)  Proteins. — Oxalic  acid  has  been  proved  to  occur  in  urine 
on  a  vegetable-free  diet,  with  exclusively  flesh  food,  and 
Liithje's  observations  are  conclusive.  A  fasting  dog  (30 
kgrms.  weight)  excreted  in  the  urine  on  the  12th  day  of  fast 
7  mgm.,  on  the  13th  day  1  mgrm.,  and  on  the  three  following 
days  37  mgrms.  of  oxalic  acid.  There  is  also  reason  to  believe 
that  gelatin  and  the  purin-bodies  may  be  precursors  of  oxaHc 
acid. 

(ii)  Carbohydrates  (possibly  through  the  agency  of  intestinal 
microbes). — According  to  Mayer,  the  isolated  liver  on  digestion 
with  glycuronic  acid,  C^HioOy,  forms  oxalic  acid. 

Crystals  of  calcium  oxalate  are  not  infrequently  met  with  in 
the  urine  of  corpulent  and  gouty  people,  and  in  cases  of  icterus. 

Dr.  Mayer  {Deutsch.  Arch.  f.  klin.  Med.,  1907,  425)  finds  the 
excretion  of  oxalate  in  urine  much  increased  in  tuberculous 
patients  Avith  pyrexia.  The  daily  amount  may  be  0.05  to 
0.08  grms.  in  place  of  the  normal  0.015  grm.  He  observed 
oxaluria  in  septicaemia,  erysipelas,  and  in  purulent  meningitis, 
while  it  was  absent  in  typhoid  fever,  measles,  diphtheria,  and 
scarlet  fever. 

Precipitation  of  calcium  oxalate  may  occur  in  alkal'ne, 
neutral,  or  highly  acid  urine,  especially  the  latter.  Crystals 
of  calcium  oxalate  and  uric  acid  are  often  found  together, 
especially  in  diabetes,  but  calcium  oxalate  has  also  been 
observed  in  association  with  calcium  phosphate,  and  even  with 
MgNH^PO,. 

The  quantity  of  calcium  oxalate  in  a  sediment  (never  a 
massive  one)  is  far  from  being  a  measure  of  the  actual  amount 
of  oxalic  acid  in  the  urine,  and  older  estimates  based  entirely 
upon  the  quantity  of  the  sediment  are  devoid  of  value. 

Its  eas}'  detection,  and  the  beautiful  and  distinctive  crj'stals 
of  calcium  oxalate  under  the  microscope,  have  undoubtcdlv 
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led  physicians  to  exaggerate  the  clinical  importance  of  oxalic 
acid. 

It  is  quite  certain  that  crystals  of  calcium  oxalate  are 
frequently  found  in  the  urine  of  persons  who  are  in  the  best 
of  health,  and  I  do  not  consider  that  adequate  evidence  has 
been  adduced  in  support  of  the  alleged  connection  between 
oxaluria  and  certain  functional  dyspeptic  and  nervous 
symptoms. 

Dr.  Cammidge  states  that  a  well-marked  deposit  of  small 
crystals  of  calcium  oxalate  is  present  in  the  urine  of  a  con- 
siderable proportion  of  cases  of  chronic  pancreatitis  {Brit. 
Med.  Journ.,  Oct.  26,  1907). 

The  separation  of  crystals  of  calcium  oxalate  from  urine 
depends  upon  several  factors  : — 

(a)  Absolute  amount  of  oxalic  acid. 

(6)  Acidity  of  urine. 

(c)  Ratio  of  the  CaO  to  the  MgO.  With  a  ratio,  CaO  : 
MgO  =  1.08:1  (or  1.2),  and  with  an  absolute  content  in 
MgO  of  about  0.02  per  cent.,  Klemperer  and  Tritschler,  and 
Rosin  have  shown  that  oxahc  acid  remains  entirely  in  solution. 
In  other  words,  a  considerable  amount  of  calcium  oxalate 
will  remain  in  solution  if  TaO  be  deficient  as  compared  with 
MgO. 

{d)  The  amount  of  alkalies,  and  of  chlorine.  Calcium  oxalate 
is  more  soluble  in  water  containing  MgCU  and  Clj  than  it 
is  in  water  alone,  and,  moreover,  soluble  double  oxalates  are 
known  to  exist. 

When  urine,  after  standing  for  a  time  in  a  cylindrical  or 
conical  glass  vessel,  is  carefully  inspected  the  occurrence  of 
calcium  oxalate  in  the  sediment  is,  as  pointed  out  by  Roberts, 
suggested,  macroscopically,  by  certain  appearances  : — 

(a)  Fine  striae,  like  scratch  lines,  along  the  sides,  produce(' 
by  adlu'sion  of  minute  crystals  of  calcium  oxalate  on  rough- 
nesses in  the  glass. 
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(6)  A  hummocky,  undulated,  but  sharply-defined  surface 
on  the  white  stratum  of  organic  deposit  at  the  bottom  of  the 
vessel. 

These  appearances  have  several  times  led  me  to  correctly 
predict  that  crystals  of  calcium  oxalate  would  be  found. 

From  what  has  been  advanced  it  will  appear  that  the 
chnical  importance  of  calcium  oxalate  is  essentially  extrinsic, 
and  concerns  the  surgeon  rather  than  the  physician. 

A  calculus  or  sediment  which  includes  calcium  oxalate  is 
easily  identified  by  these  characters  : — 

(a)  Insolubility  in  acetic  acid. 

(6)  Solubihty  in  dilute  HCl,  miliout  effervescence. 

(c)  Solubility  in  acids,  acetic  or  HCl,  wiih.  effervescence,  after 
exposure  to  a  dull-red  heat. 

CaC204  =  CaCC,  +  CO. 

If  it  be  thought  desirable  to  treat  a  case  of  oxaluria,  there 
are  two  rational  fines  of  treatment : — 

(a)  Diminish  excretion  by  certain  dietetic  restrictions  as  to 
vegetable  diet :  meat  diet  freely  allowed. 

(6)  Increase  the  solubility  of  calcium  oxalate  in  the  urine. 

Give  water  abundantly,  and  magnesium  salts  (c/.  the 
excellent  article  on  Oxaluria,  by  Neuberg,  in  v.  Noorden's, 
Metabolism  and  Pract.  Med.,  Vol.  III.). 

PHOSPHATURIA. 

Phosphoric  acid  is  tribasic,  and,  consequently,  forms  three 
classes  of  salts,  viz.  : — 

{a)  Normal  (neutral)  M^g  PO.,. 

(6)  Monohydric,  M2HPO4. 

(c)  Dihydric,  MH.PO^. 
Chemically  speaking,  both  (b)  and  (c)  arc  termed  acid  salts, 
independently   of  their  action  on  litmus,  for  Na2(Ks)HP04 
blues  red  litmus,  and  Na(K)H2P04  reddens  blue  Utmus. 

In   normal    mixed   uriui^   the   dihydric    phosphate   slightly 
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preponderates,  hence  the^acid '^reaction  to  litmus  of  ordinan' 
urine. 

When  the  two  salts  (b)  and  (c)  are  evenly  balanced,  as  not 
infrequently  happens,  the  urine  is  amphoterous  to  litmus. 
Urine  always  behaves  acid  to  phenol-phthalein 

Phosphoric  acid  is  almost  entirely  exogenous  in  origin. 
It  is  directly  derived  from  the  phosphates  of  the  food,  and 
practically  all  the  PO4  in  the  urine  appears  as  inorganic  salts. 
A  very  small  proportion  of  the  total  PO4  arises  from  oxidation 
of  the  phosphorus  which  exists  in  nuclein.  lecithin,  and  pro- 
tagon,  and  traces  of  glycero-phosphoric  acid  have  been  found 
in  urine.  Of  the  ahmentary  phosphates,  about  one-third  is 
excreted  by  the  bowel.  The  daily  excretion  of  PO4  varies 
from  1  to  8  grms.,  usually  about  3.5  grms.  Phosphoric  acid 
undergoes  neither  oxidation  nor  reduction  in  the  body. 

Soluhility. — All  normal  (neutral)  phosphates  are  insoluble 
in  water,  except  those  of  the  alkalies,  and  calculi  never  con- 
tain potassium  or  sodium  phosphates. 

Normal  phosphates  of  Ca  and  Mg.  chiefly  the  former  salt, 
are  very  frequently  met  with  in  sediments  and  calculi. 

The  amount  of  ammonia  in  normal  fresh  urine  is  small, 
about  0.7  grm.  NH3  daily,  but  when  this  alkali  is  in  excess. 
owing  to  bacterial  decomi)osition  of  urea,  ammonio-magnesium 
phosphate  (wrongly  styled  "  triple  phosphate  ")  is  deposited 
concurrently  with  the  other  phosphates.  Although  the 
contrary  is  aflSrmcd  by  Stirling  {Pracl.  Physiol.,  1th  Ed., 
p.  l.'iO)  it  is  certain  that  MgNH4P04  may  be  deposited  in 
frt'sh  urine,  even  if  feebly  acid. 

Mono-calcium  ])hos])hate,  CaHPO.,.  is  not  rarely  thrown 
down  ("  stellar  phosphate  ")  in  feebly  acid,  neutral,  or  alkaline 
urine,  and  is  occasionally  associated  with  MgHPO,. 

Dr.  T.  H.  Rradsiiaw  has  recorded  a  case  {Lancet.  May  ;>, 
U>02)  in  which  the  urine  of  a  ])atient  who  had  taken  con- 
sidi'ijibli-   iiniuiiiii<<   r.f    magnesia  medicinally  deposifi-d    .'in 
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abundant  sediment  of  sparkling  crystals,  in  the  form  of  fine 
needles,  whicli  proved  to  be  MgHP04. 

When  clear,  neutral,  alkaline,  or  even  feebly  acid  urine  is 
moderately  heated  for  a  short  time,  a  white  precipitate, 
resembling  albumen,  is  very  often  produced.  This  precipitate 
is  readily  soluble  in  any  acid,  even  acetic,  and  sometimes  with 
effervescence,  o\ving  to  co-existence  of  calcium  carbonate. 

The  cause  of  this  precipitation  by  heat  lies  in  a  dissociation 
of  monohydric  calcium  phosphate,  as  I  pointed  out  some 
years  ago  {DuhL  Journ.  Med.  Set.,  July,  1883). 

4  CaHP04  =  Ca3(P04)2  +  CaH4(P04)2  (soluble). 

The  precipitate  partially  redissolves  upon  cooUng.  and  so 
it  is  a  reversible  reaction. 

The  occasional  co-precipitation  of  C'aC'Oa  is  explained  by 
this  e(j  nation  : — 

CaHa  (C0)3  [bi-carbonate]  =  CaCOg  +  H.3O  +  CO.. 

Ferric  phosphate,  produced  by  adding  ferric  chloride  to 
urine,  as  in  Gerhardt's  test  for  diacetic  acid,  is  in  soluble  in 
acetic  acid. 

The  precipitation  of  C*a  and  Mg  phosphates  is  more  closely 
related  to  the  grade  of  acidity  of  the  urine  than  is  the  case 
with  calcium  oxalate.  The  urine  of  many  healthy  people, 
especially  children,  is  frequently  muddy  or  quite  opaque  when 
passed  soon  after  a  full  meal  ("  alkaUne  tide  "'),  o\ving  to 
precipitation  of  calcium  phosphate.  Much  needless  alarm 
is  often  excited,  especially  in  neurotic  people,  by  this  innocent 
and  temporary  urinary  variation.  The  filtrate  from  the 
deposited  phosphates  will  often  yield  a  further  deposit  of 
phosphates  upon  heating.  It  is  entirely  wrong  to  attribute 
this  abundant  sediment  to  an  absolute  increased  excretion  of 
phosphates. 

The  factors  operative  in  causing  deposition  are  : — 

(a)  Relative  incroase  of  bases  in  the  urine. 

(6)  Relative  decrease  of  acids. 
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(c)  Relative  amounts  of  alkalies,  and  of  C'aO,  and  MgO. 

(d)  Amount  of  free  CO2  in  the  urine. 

The  relative  proportion  of  alkali-phosphates  to  those  of 
Ca  and  Mg  is  =  2:1. 

The  question  has  been  much  agitated  whether,  indepen- 
dently of  physiological  and  dietetic  mutations,  phosphaturia 
may  not  be  indicative  of  some  morbid  process  in  the 
body.  Of  the  forms  of  phosphaturia  described  by  authors 
we  may  dismiss  as  unfounded  the  so  called  "  nervous  "  and 
"  sexual  ""  forms. 

There  is  no  sufficient  proof  correlating  increase  of  urinary 
PO4  with  waste  of  nerve-tissue,  or  with  increased  functional 
activity  of  nerve  centres ;  and  the  "  sexual  "  cases  merely 
represent  an  over- anxious  attention  directed  to  a  harmless 
urinary  anomaly. 

Many  years  ago,  Golding  Bird  wrote  as  follows  (f^'nnar// 
Deposits,  8rd  Ed.,  1851,  p.  266) : — "  The  persistent  occurrence 
of  deposits  of  the  earthy  phosphates  in  the  urine  must  be 
regarded  as  of  serious  importance,  always  inchoating  the 
existence  of  important  functional  and,  too  frequently,  even 
of  organic  mischief.  .  .  .  These  deposits  always  exist 
simultaneously  with  a  depressed  state  t)f  nervous  energy,  often 
general,  rarely  more  local  in  its  seat." 

Ki'w  skilled  observers  at  the  present  day  would  go  so  far  as 
this,  and  .Sir  W.  Roberts  while  expressing  his  disbelief  "  that 
there  is  any  constitutional  state  specially  characterised  by  an 
excessive  excretion  of  phosphates,"  considers  that  the  deposit 
of  stellar  j)h<)sphate,  CaHPO,.  in  (|uantity  is  usually  an 
accompaniment  of  some  grave  disorder. 

No  proof  of  change  in  the  alkalescence  of  the  bloo(.l,  n<»r 
of  an  increased  outi>ut  of  alkalies  by  the  kidneys  as  a  result 
of  nervous  influences  has  yet  been  brought  forward  (Neuberg). 

JurvnUr  Plios})h<Unriii.  This  form  appears  sometimes  to 
represent  a  real  anomaly,  and  is  worthy  of  some  eonsideration. 
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It  has  been  shown  that  a  marked  increase  in  the  Ca  content 
of  the  urine — ^three  times  the  normal — may  occur  in  children. 
This  is  possibly  due  to  disturbance  in  the  secretions  of  the 
mucous  membrane  of  the  large  intestine,  and  Soetbeer  refers 
this  disturbance  to  colitis,  but  the  subject  requires  further 
investigation. 

Treatment. — Should  it  be  considered  advisable  to  treat  a 
case  of  phosphaturia  we  have  two  indications  to  guide  us  : — 

(a)  Dietetic. — Limit  the  ingestion  of  foods  rich  in  CaO — 
e.g.,  milk  and  egg-yolk.  Substitute  white  of  egg,  meat, 
potatoes,  and  cereals. 

(6)  Medicinal. — Give  citric  acid,  and  the  acid  phosphate  of 
sodium  (NaH2P04). 

Neuberg,  in  his  admirable  article  on  Phosphaturia  (von 
Noorden's  Metabolism  and  Pract.  Med.,  Vol.  III.),  states  that 
the  solvent  action  of  citric  acid  on  Ca  phosphates  is  remarkable. 
This  acid  does  not  merely  act  in  virtue  of  the  H  ions  which  its 
solution  contains,  but  the  anion  of  citric  acid  appears  to  have 
a  specific  action,  and  perhaps  forms  a  soluble  complex  ion  with 
the  ions  of  phosphoric  acid. 


Prof.  W.  H.  Thompson  said  that  physiologists  held  that  if 
there  was  a  considerable  amount  of  lime  in  food  it  would  decide 
the  excretion  certainly  of  the  phosphates,  and  possibly  also  of 
oxalates,  largely  by  the  alimentary  canal.  It  appea,red  that 
there  was  a  possibiHty  even  of  secretion  of  phosphoric  acid  into 
the  alimentary  canal.  As  to  the  origin  of  oxalates  and 
phosphates  they  were  inclined  to  think  that  sufficient  importance 
was  not  attached  to  the  endogenous  origin.  It  was  an  ago  of 
belief  in  tissue  ferments,  and  a  whole  series  had  been  established 
which  bore  on  the  question.  In  the  digestion  of  substances 
derived  from  the  breaking  down  of  cellular  tissues  there  were 
nucleo-proteins,  which  passed  througli  the  stage  of  nucleins. 
Then  came  an  enzyme  which  had  been  isolated  in  tlie  liver,  spleen, 
kidneys  and  lungs,  which,  according  to  the  u.sujil  non\enclaturo, 
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was  called  nuclease.  This  caused  a  conversion  of  the  nucleins  into 
phosfhonc  acid  and  the  four  purin  bases — adenin.  guanin, 
hypoxanthin  and  xanthin.  Two  ferments  had  been  found  in  the 
spleen  which  transformed  the  bases,  adonin  and  guanin,  respec- 
tively, into  hypoxanthin  and  xanthin.  These  were  known  as 
adenase  and  t/uanase.  In  addition  a  further  ferment  was  dis- 
covered whicli  oxidised  the  hypoxanthin  and  xanthin  into  uric 
acid.     To  this  the  name  of  xanthinoxidase  was  given. 

Now,  it  was  quite  established  that  the  whole  of  the  uric  acid 
thus  formed  was  not  excreted  as  uiic  acid,  but  a  large  amount 
as  urea.  In  fact  a  ferment  had  been  isolated  from  the  livtr. 
which  pi'oduccd  this  change,  and  to  it  the  name  uricolytic  ferment 
has  been  given.  This  probably  implied  that  the  uric  acid  went 
through  a  series  of  oxidations  with  the  production  of  ui-ea  and 
oxalic  acid  as  end  products,  on  these  lines  both  the  phosphoric 
acid  and  the  oxalic  acid  could  be  accounted  for.  If  it  could 
be  proved  that  oxalic  acid  was  capable  of  oxidation  in  the  body 
as  it  was  in  test-tubes,  and  he  suggested  that  the  oxidation  did 
take  place,  then  part  of  the  disease  must  be  the  failure  to 
complete  the  destruction  of  the  oxalic  acid  before  excretion. 

Dr.  W.  G.  Smith,  in  reply,  said  the  physiology  and  pjithology 
of  oxahc  acid  rem?ined  somewhat  obscure,  especially  as  seen  in 
plant  life  where  it  was  more  frequently  found  then  in  animpls. 
It  seemed  to  be  a  necessary  product  of  metabolism  in  the  higher 
and  lower  plants,  and  there  was  reason  to  beheve  that  it  might 
either  be  further  broken  up  or  retained.  Oxalate  of  calcium  was 
precipitated  in  the  cells  of  plants  where  there  was  no  reason  to 
believe  the  formation  of  oxi'lic  acid  went  on  :  and  if  they  were 
thus  perplexed  in  vegetable  physiology  it  was  not  surprising 
that  they  were  puzzled  in  connection  with  their  own  physiolog}'. 
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By  ALFRED  R.  PARSONS,  M.D.,  F.R.C.P.I.  ; 

Physician  to  the  Royal  City  of  Dublin  Hospital. 
[Read  in  the  Section  of  Medicine,  March  6,  1908.] 

The  Pancreas  and  Diabetes. — In  1890  Minkowski  and  von 
Mering  showed  that  in  an  animal  complete  removal  of  the 
pancreas  produced  the  typical  symptoms  of  diabetes.  Sub- 
sequent observations  proved  that  if  one-fifth,  or  in  some 
cases  even  one-tenth,  of  the  gland  be  left  untouched  the 
animal  does  not  become  diabetic.  It  was  naturally  suggested 
that  the  development  of  diabetes  should  be  attributed  to  the 
grave  injury  inflicted  on  important  nervous  structures  by  the 
removal  of  an  organ  occupying  the  position  of  the  pancreas. 
Minkowski  easily  negatived  such  a  suggestion  by  showing 
that  if  the  pancreas  be  removed  from  its  normal  site  and  be 
implanted  on  the  anterior  abdominal  wall  the  animal  does 
not  become  diabetic.  There  is  abundant  evidence — clinical, 
pathological  and  experimental — to  show  that  the  symptoms 
cannot  be  attributed  to  the  absence  of  the  external  secretion. 
The  accepted  though  non-proven  explanation  of  the  develop- 
ment of  diabetes  under  these  conditions  is  that  one  function 
of  the  pancreas  is  to  produce  an  internal  secretion  which  plavs 
an  important  part  in  the  role  of  glycolysis.  Lepine  at  first 
thought  that  the  glycolytic  process  took  place  in  the  blood. 
This  was  a  priori  improbable,  and  Cohnheim's  suggestion, 
that  its  site  was  in  the  tissues,  has  received  considerabU^ 
support  from  experiments  made  last  year  by  E.  W.  Hall,  who 
showed  that  an  alcoholic  extract  of  boiled  pancreas  added  to 
muscle  facilitated  a  combustion  of  sugar. 

The  Source  of  the  Internal  Pancreatic  Secretion. — Scattered 

I 
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through  the  pancreas,  but  especially  abundant  towards  the 
splenic  end,  are  groups  of  polygonal-shaped  cells  differing  in 
structure  and  appearance  from  the  ordinary  pancreatic  cells. 
These  are  known  after  their  discoverer  as  the  islets  of  Langer- 
hans,  and  Opie  and  Schafer  suggested  that  these  islands  might 
be  the  source  of  the  internal  secretion.  On  this  hypothesis 
the  pancreas  would  contain  two  sets  of  secreting  structures — 
the  alveolar  acini  with  their  basophile  epithehum  and  zymogen 
granules  engaged  in  producing  the  external  secretion,  and  the 
islets  of  Langerhans  composed  of  masses  of  hyahne  cells 
forming  the  internal  secretion.  This  view,  notwithstanding 
its  attractiveness,  receives  no  support  from  embryological 
or  experimental  research.  Laguesse  has  adduced  e\idence 
in  favour  of  the  common  origin  of  the  islets  and  acini,  and 
Dale  has  shown  that  stimulation  of  the  external  secretion 
greatly  increases  the  number  of  the  islets,  and  has  pictured 
an  acinus  in  process  of  conversion  into  an  islet.  It  is,  there- 
fore, highly  probable  that  these  islets  are  only  phases  in  the 
life-history  of  the  ordinary  secreting  acini,  and  that  the 
internal  and  external  secretions  are  produced  by  the  same  cells. 

In  favour  of  an  intimate  connection  between  the  pancreas 
and  some  cases  of  diabetes  may  be  adduced  the  observations 
of  Hausemann  and  Wilhamson,  quoted  by  Osier,  that  50  per 
cent,  show  a  chronic  interstitial  inflammation.  If  now  it  be 
admitted  that  the  cells  which  produce  the  external  secretion 
also  i)r()duce  the  internal  secretion,  it  is  a  legitimate  assump- 
tion that  whatever  stimulates  the  cells  to  produce  an  external 
secretion  will,  at  the  same  time,  give  rise  to  an  internal  secre- 
tion. It  therefore  becomes  necessary  to  consider  the  conditions 
which  lead  to  an  abundant  flow  of  the  external  secretion. 

T/ic  Hormone  or  Exciter  of  iJic  Pancreatic  Secretion. — It  has 
been  known  for  years,  and  accurately  estimated  by  Pawlow, 
that  the  maximum  flow  of  pancreatic  juice  occurs  in  tht 
third  hour  of  digestion,  just  at  the  time  when  the  acid  chyme 
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is  entering  the  duodenum.  These  two  events  are  doubtless 
causally  connected.  It  was  for  long  assumed  that  the  con- 
nection was  a  reflex  one,  but  Starling  and  Bayliss  showed 
that  this  could  not  be  the  case  by  dividing  every  possible 
nervous  connection  between  a  portion  of  the  jejunum  and 
the  pancreas,  and  yet  the  introduction  into  the  bowel  of 
25  CCS.  of  a  .4:  per  cent,  solution  of  hydrochloric  acid  was 
followed  by  a  flow  of  pancreatic  juice.  The  connection  must, 
therefore,  be  chemical  and  not  nervous,  and  must  be  effected 
through  the  blood.  Wertheim  had  sho^vn  that  the  intro- 
duction of  acid  into  the  blood  produced  no  flow  of  pancreatic 
juice.  Starling  and  Bayhss  were,  therefore,  driven  to  the 
conclusion  that  there  must  be  some  substance  in  the  epithelial 
cells  lining  the  bowel  which,  under  the  action  of  acids,  yields 
a  body  capable  on  absorption  by  the  blood  vessels  of  stimula- 
ting the  pancreatic  cells.  The  substance  formed  in  the  cells 
under  the  influence  of  the  acid  they  termed  secretin.  It  can 
be  prepared  from  the  duodenum  and  upper  part  of  the  jejunum 
of  any  animal  belonging  to  the  class  of  vertebrata  by  scraping 
off  the  mucous  membrane  and  boiling  it  \vith  dilute  hydro- 
chloric acid.  After  boiling  it  is  filtered,  and  the  filtrate 
injected  into  the  veins  of  any  animal  will  produce  a  flow  of 
pancreatic  juice.  The  antecedent  of  secretin — that  is,  the 
substance  in  the  epithelial  cells  themselves — is  called  pro- 
secretin, and  secretin  is  a  typical  example  of  the  class  of 
bodies  acting  as  chemical  messengers  or  exciters.  Secretin 
is  the  pancreatic  hormone. 

Since  secretin  then  is  the  normal  stimulus  of  the  pancreatic 
cells  to  produce  the  external  secretion  is  it  not  possible  that 
it  may  likewise  excite  a  flow  of  the  internal  secretion  ? 
Assuming  that  some  cases  of  diabetes  are  due  to  the  absence 
of  the  internal  secretion,  the  disease  might  be  caused  by  the 
non-existence  of  pro-secretin  in  the  duodenal  mucous  mem- 
brane, or,  pro-secretin  being  present  in  abundance,  it  might 
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be  due  to  the  inability  of  the  pancreatic  cells  to  respond  to 
their  normal  stimulus.  If  the  former  hypothesis  be  correct 
some  cases  of  diabetes  should  be  benefited  by  supplying 
the  blood  vessels  with  secretin.  Whereas,  in  the  latter  case, 
if  the  pancreatic  cells  are  worn  out,  no  matter  how  much 
secretin  may  reach  them  through  the  blood  they  are  in- 
capable of  responding. 

Secretin  and  Diabetes. — That  diabetes  might  be  due  to  an 
absence  of  secretin  suggested  itself  to  Starling,  and  on  his 
recommendation  Spriggs  treated  a  case  by  hypodermic  in- 
jections of  secretin,  but  with  negative  results. 

In  1900,  however,  Moore,  Edie  and  Abram  published  an 
account  of  three  cases  of  diabetes  treated  by  secretin  ad- 
ministered by  the  mouth. 

The  first  case  was  a  man,  aged  twenty-five  years,  who,  on 
admission,  was  passing  195  grams  of  sugar  on  an  average  per 
diem.  A  diabetic  diet,  even  with  sodium  carbonate  and 
codeine,  produced  no  material  diminution  in  the  amount 
eliminated,  but  after  the  exhibition  of  phenazone  (15  grains 
per  diem)  the  amount  of  sugar  fell  slowly  to  between  40  and 
()0  grams  per  day.  Secretin  was  now  given  together  with  the 
phenazone,  and  in  three  weeks  the  amount  of  sugar  suddenly 
dropped  to  32  grams.  Three  months  later  the  sugar  had 
entirely  disappeared.  He  remained  well  for  three  montlis. 
but  two  months  later  he  was  passing  from  100  to  120  gram.s 
each  day.  On  this  occasion  treatment  by  secretin  had  no 
eiTect,  and  the  patient  died  from  phthisis  a  few  months  later. 

The  second  case  was  a  boy,  aged  seven  years,  who  on 
ordinary  food  j)a.ssed  I  Tit  grams  of  sugar  in  twenty-four  hours. 
The  patient  was  put  on  a  diabetic  diet,  and  had  a  course  of 
secretin  and  antipyrin.  Within  two  months  there  was  no 
sugar  in  the  urine.  Twelve  months  later,  provided  he  kept  on  a 
carbohydrate  free  diet,  he  remained  sugar  free,  but  over  three 
ounces  of  carholivdrate  caused  a   return  of  clvrosuria. 
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The  third  case  was  a  girl,  aged  nine  years,  who  was 
also  dieted.  In  her  case,  after  the  administration  of  acid 
extract  of  duodenal  mucous  membrane,  the  sugar  which 
had  fallen  from  8  to  3  per  cent,  under  restricted  diet  con- 
tinued to  diminish,  and  eventually  entirely  disappeared 
one  month  after  the  commencement  of  the  special  treatment. 
The  secretin,  however,  soon  lost  its  influence,  and  the  per- 
centage of  sugar  eliminated  rose  again  to  3. 

It  is  noteworthy  that  these  cases  were  all  in  young  people 
in  whom  the  prognosis  is  notoriously  worse  than  in  older 
people.  The  sugar  output  had  diminished  to  a  greater  or 
less  extent  by  using  a  diabetic  diet.  In  reviewing  Moore's 
cases,  Bainbridge  and  Beddard  point  out  that  many  of  the 
milder  cases  of  diabetes  become  sugar  free  on  a  diabetic  diet, 
and  they  hold  that  there  is  not  sufficient  evidence  that  the 
improvement  in  the  above  cases  should  be  assigned  to  secretin 
rather  than  to  a  restricted  diet.  They  decided  to  try  if 
secretin  had  any  influence  on  a  severe  type  of  diabetes,  and 
having  carefully  watched  three  cases  treated  by  secretin  they 
conclude  that  there  appears  to  be  no  sufficient  evidence  that 
secretin  when  administered  by  the  mouth  can  abohsh  or 
influence  the  glycosuria  of  severe  diabetes.  Realising  that 
the  only  justification  for  the  administration  of  secretin  must 
be  a  deficiency  or  absence  of  pro-secretin  in  the  duodenum 
of  diabetics  they  undertook  a  most  interesting  piece  of  research 
work  on  this  point.  Having  first  satisfied  themselves,  by 
determining  the  activity  of  an  acid  extract  of  duodenal 
mucous  membrane  of  nine  persons  who  died  from  various 
diseases  other  than  diabetes,  that  pro-secretin  can  be  re- 
covered from  the  intestines  up  to  forty-eight  hours  after 
death,  they  investigated  under  exactly  similar  conditions 
duodenal  extracts  from  six  cases  of  cUabetes.  Of  these  three 
had  died  in  diabetic  coma,  and  their  extracts  contained  no 
secretin.     Of  the  remaining  three,   who  had  succumbed  to 
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some  intercurrent  disease,  only  one  contained  secretin  in  an 
amount  approaching  the  normal.  Moore,  Edie  and  Abram. 
in  a  later  paper,  contend  that  it  is  not  possible  to  attribute  the 
improvement  in  their  earlier  cases  to  dieting,  as  Bainbridge  and 
Beddard  do  ;  and,  while  admitting  that  in  the  majority  of 
cases  of  diabetes  secretin  has  no  influence  on  the  ehmination 
of  sugar,  they  report  two  cases  of  a  severer  type  in  which, 
during  the  oral  administration  of  secretin  without  any  altera- 
tion in  the  diet,  a  marked  diminution  in  the  glucose  output 
took  place. 

I  propose  to  record  three  cases  of  diabetes  which  were 
treated  for  a  considerable  period  with  duodenal  preparations. 
The  first  case  was  treated  with  "  anteglucosine,"  prepared  by 
an  eminent  firm  of  Liverpool  chemists.  The  remaining  cases 
were  treated  with  "  Palatinoids  of  Duodenin,"  wliich  Messrs. 
Oppenheimer  inform  me  is  extracted  from  the  duodenum  of 
the  pig.  The  cost  of  the  antiglucosine  amounted  to  over  £7, 
while  the  expense  of  the  palatinoids  would  be  nearly  covered 
in  each  case  by  as  many  shillings.  In  only  the  first  case  was 
the  diet  restricted  ;  the  other  cases  were  allowed  to  eat  as 
they  wished.  In  all  cases  the  food  was  carefully  weighed  and 
measured,  and  recorded  by  the  nurse.  At  the  end  of  each 
period  of  twenty-four  hours  the  day's  dietary  was  summarised, 
and  its  carbohydrate  content  estimated  as  in  the  subjoined 
example  by  the  following  averages  : — 


Per( 

E NT AGES 

Bread 

Potato 

PorricI;.'! 

• 

Kice  Puddiii;.' 

Custard 

(Hakt 

<l) 

Soup 

Milic 

20 
VI 
\\ 

4.5 

4 
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Food  taken  from  9  a.m.  10th  to  9  a.m.  11th  March. 

Total  Amount  of  Fluids. 
Milk     ...  ...  800  CCS. 

Water 600    „ 

Soup    ...  ...  400     „ 

Tea      800     „ 


Total  Amount  of  Solids. 

Bread   . . 

...  244  grams 

Butter  ... 

...     45      „ 

Eggs     . . 

...  114      „ 

Chicken 

...     86      „ 

Rice  Pudding'      ...  130      „ 

Potato 

...     61      „ 

Total    680      „ 

Total     2600    „ 

Total  Carbohydrate  Intake  ...  ...  224.8 grams. 

Output  ...  •..     70.0       „ 

Case  ].  — Mrs.  S.,  aged  sixty  years,  was  admitted  to  the  Royal 
City  of  Dublin  Hospital  on  January  4,  1906.  She  was  married 
thirty  years  ago,  and  had  four  abortions,  and  one  living  child  now 
twenty- five  years  old.  Abour  one  year  ago,  having  enjoyed 
good  health  till  then,  she  noticed  an  intense  thirst,  which  was 
not  quenched  by  two  quarts  of  water.  The  polydipsia  was  soon 
accompanied  by  an  increased  appetite,  wasting,  and  diminishing 
strength.  Six  months  ago  she  noticed  dryness  of  her  skin. 
Physical  examination  of  the  contents  of  the  thoracic  and 
abdominal  cavities  revealed  nothing  abnormal,  except  very 
slight  and  doubtful  crepitus  over  the  right  apex.  On  admission 
her  weight  was  6  stone  11  lbs.  The  urine  collected  for  twenty- 
four  hours  amounted  to  5060  c.cs.  ;  sp.  gr.  1046  ;  acid ;  no 
albumen ;  no  acetone ;  no  diacetic  acid ;  sugar,  455  grams. 
The  patient  was  put  on  ordinary  diet.  She  passed  daily  during 
the  next  week  on  an  average  about  350  grams  of  sugar.  A  week 
later  she  was  given  codeine  without  any  improvement  in  the 
glycosuria.  On  January  21  the  patient  was  put  on  a  restricted 
diet,  and  at  once,  fori  passu  with  the  diminished  intake,  the 
amount  of  sugar  eliminated  fell  to  a  daily  average  of  about 
150  grams.  On  a  few  occasions  the  gluten  bread  ran  short  and 
had  to  be  replaced  for  a  day  or  so  by  wheaten  bread,  which  always 
increased  the  glycosuria.  Without  altering  the  restricted  diet 
the  patient  was  given  ahtiglucosine,  and  its  use  was  continued 
up  to  the  patient's  death  towards  the  end  of  May.  It  seemed  to 
produce  no  positive  influence  on  carbohydrate  metabolism.     Her 
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weight,  however,  which  was  only  6  stone  5|  lbs.  on  February  15 
had  reached  7  stone  7|  lbs.  on  May  10.  Omng  to  the  appearance 
in  the  urine  of  acetone,  diacetic  acid  and  a  trace  of  albumen  while 
on  a  restricted  diet,  it  was  thought  desirable  about  the  middle 
of  AprU  to  replace  the  gluten  bread  by  ordinary  wheaten  bread. 
Notwithstanding  the  change,  symptoms  of  threatening  coma — 
headache,  vomiting,  drowsiness,  constipation — manifested  them- 
selves at  first  only  occasionally  and  for  short  periods.  However, 
she  passed  into  coma  on  May  19,  and  after  a  temporary  restora- 
tion to  consciousness  by  alkaline  transfusion  she  died  in  coma 
at  5  45  a.m.  on  May  21. 

The  points  which  call  for  attention  in  this  case  are  : — 

(a)  The  increase  in  weight  which  occurred  in  a  patient 
previously  losing  weight  after  the  administration  of  anti- 
glucosine  was  commenced.  From  February  1 6  to  May  10  there 
was  a  gain  in  weight  of  1  stone  2  lbs.  Should  this  gain 
be  attributed  directly  to  the  antiglucosine  or  to  the  hope 
inspired  by  the  knowledge  that  she  was  taking  a  new  medicine 
which  had  been  used  successfully  in  other  cases  ? 

(6)  The  sudden  drop  in  the  elimination  of  sugar  as  soon  as  a 
restricted  diet  was  commenced. 

(c)  The  development  of  the  acetone  series  of  bodies  in  a 
patient  after  she  commenced  a  restricted  diet,  as  none  of 
these  substances  were  present  in  the  urine  while  on  ordinary 
food. 

Case  II. — Mrs.  S.  R.,  ac;cd  sixty,  was  admitted  to  hospital  on 
January  19,  1907,  complaining  of  thirst,  increased  flow  of  urine, 
emaciation — she  had  lost  three  stone  in  weight — bad  appetite, 
constipation,  and  increasing  weakness.  She  has  had  eleven 
children,  all  of  whom  arc  alive  and  in  good  health.  Her  husband 
died  seven  years  ago. 

History  of  Previous  Illness. — She  felt  quite  w<'ll  till  October. 
1906,  though  she  had  observed  that  for  a  month  previously  shf 
had  been  drinking  fluids  fr(>t'ly  to  assuage  her  thirst.  In  Nov- 
ember she  got  bronchitis,  and  was  under  Dr.  Lyndon's  care.  He 
tlun  detected  that  she  had  diabetes. 


;;                                                  Hajnr  Out/iiif Su.,„r  hit.,k.' 

„,r,,                                                Fehniuni                                                                                                                                                               M;r.Ji                                          ' 1 

f ====w 

,    '"^ojiL       — '— ' — L- ^— ' LJ    1    1    1    1    IJ 1 A          "                 f        \' 

1                                                                  -  Fr    .11.11                                                                             •  Douuenin  I'aialnioijs                                                                                                                                                          /      \               /  \                              ,'   \                I 
H    Uodeinei-  i.t-i.d.                      ^      ,..,.                •  CoJeii.  Pill,  ,.r,,..Md,                                                                                                                 .3t..o- /•  *  .    J  ,  ,     '      \                •.     ,  ,:  ,   .  \              1 

"f'L                                                                  1        1        1 1       1        1        1    ^ Ill 1— , 1-                           ,"\                 -r                                                                1               \       1            \                                    \ 

m                h     iA    t       u            ]^a      \-         \            A 

K^-'  V  Uh  i      U  I       \/v  v_  A 1 

M             TVs'     ^ 

M                                        :                                                                                                                   __i ri 

20                                                  i;                                                                                                                                                                                             

By  Dr.  A.  E.   P.^esoxs.  137 

On  admission  to  hospital  it  was  noticed  that,  notwithstanding 
her  loss  of  three  stone  in  weight,  she  was  a  florid,  healthy-looking, 
well-developed  woman.  General  physical  examination  was 
negative.  The  urine  amounted  to  2100  cos.  ;  its  sp.  gr.  was  1024. 
It  was  acid  in  reaction,  and  contained  86.73  grams  of  glucose,  but 
no  acetone  oi  diacetic  acid.  She  was  given  a  perfectly  free  hand 
with  her  food  (within  the  limits  of  hospital  dietary)  as  long  as  it 
was  accurately  weighed,  and  she  was  ordered  one  grain  of  codeine 
three  times  a  day.  During  the  first  three  weeks  in  hospital  the 
curves  (see  Diagram  No.  2),  corresponding  to  the  intake  and 
output  of  sugar,  are  close  together,  there  being  on  an  average  a 
retention  in  the  system  of  20  to  40  grams  daily.  On  February  11 
palatinoids  of  diiodenin  (1  t.i.d.p.c.)  were  given,  and  three 
days  later  the  sugar  output  attained  its  maximum,  but 
immediately  fell,  and  for  the  remaining  weeks  during  which  the 
palatinoids  were  increased  in  number  the  curves  tend  to  separate, 
so  that  while  the  carbohydrate  intake  increased  by  80  to  100 
grams  the  output  fell  by  20  to  30  grams  per  diem,  showing  an 
increased  tolerance  of  100  to  130  grams  per  diem. 

Case  III, — Mrs.  S.,  aged  seventy,  was  sent  to  me  l\v  Dr. 
Hanafin,  of  Milltown,  Co.  Kerry,  as  a  case  of  diabetes.  On 
admission,  on  December  7,  she  complained  that  she  had  been 
obliged  to  pass  urine  very  frequently,  and  also  of  excessive  thirst 
and  dryness  of  the  mouth.  She  had  completely  lost  her  appetite, 
and  from  being  a  very  active  woman  she  was  now  unable  to  do 
anything  without  being  tired.  She  was  constipated,  but  so  far 
as  she  had  observed  she  had  not  lost  weight.  Her  parents  lived 
to  an  old  age,  and  there  was  no  case  of  early  death  among  her 
brothers  or  sisters.  The  patient  had  always  enjoyed  good 
health  till  March,  1907,  when  she  got  a  cough  which  she  could 
not  shake  off. 

On  admission  her  aspect  was  healthy  and  her  colour  good. 
Examination  of  the  thoracic  and  abdominal  viscera  disclosed  no 
evidence  of  disease.  The  urine  contained  sugar,  but  no  albumen, 
acetone  or  diacetic  acid.  She  was  given  ordiiuxrv  diet,  with  no 
restriction  as  to  quantity,  provided  all  the  food  was  carefully 
weighed  and  measured.  A  week  after  admission  an  estimation 
of  the  sugar  showed  that  she  was  passing  over  100  grams.  The 
quantity  diminished  without  any  treatment,  so  that  for  the  first 
month  in  hospital  the  daily  averagt^  output  was  about  (50  Lirams. 
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Treatment  by  palatinoids  was  commenced  on  October  12,  and  in 
a  few  days  the  sugar  fell  to  an  averajie  output  of  15  grams  per 
diem,  though  the  carbohydrate  intake  had  increased  by  about 
100  grams. 

It  will  be  observed  that  the  above  cases  were  elderly  women. 
Case  I.  belonged  to  the  severer  type  of  diabetes,  and  Cases 
II.  and  III.  to  a  milder  form.  It  is  also  worthy  of  note  that 
only  in  the  former  case  was  there  a  gain  in  weight.  Cases  11. 
and  III.,  notwithstanding  the  increased  tolerance  for  carbo- 
hydrates, lost  weight.  Several  months  after  the  discharge  of 
Cases  II.  and  III.  from  hospital  a  specimen  of  urine  was 
received.  The  percentage  of  sugar  in  Case  II.  had  increased 
to  5  and  in  Case  III.  to  2.5. 

Reviewing  generally  the  question  of  the  treatment  of 
diabetes  by  secretin,  it  appears  that  certain  facts  may  be 
summarised  in  its  favour  : — 

(J)  E.xcision  of  the  pancreas  in  the  lower  animals  produces 
diabetes. 

(2)  Implantation  of  the  pancreas  in  another  part  of  the 
body — e.g.,  the  abdominal  wall — prevents  the  development  of 
diabetes  in  these  animals. 

(3)  The  chemical  excitant  of  the  external  secretion  is 
secretin  derived  from  prosecretin  in  the  mucous  membrane  of 
the  upper  part  of  the  small  intestine. 

(4)  Pro-secretin  was  found  absent  or  greatly  diminished  in 
iive  out  of  six  fatal  cases  of  diabetes,  though  present  in  nine 
controls  in  which  death  was  due  to  causes  other  than  diabetes. 

(5)  Clinical  evidence. — Recorded  cases  in  which  a  sub- 
sidence or  disappearance  of  glycosuria  took  place  without 
any  dietetic  alteration  sufticient  to  account  for  the  diminished 
output  of  sugar. 

Against  the  use  of  secretin  are  the  following  data  :  — 
(1)  Secretin,  wlicn  introduced  even  in  larnc  amount  into  the 
ulinieiifarv  canal,  is  not  absorbed  in  animals. 
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(2)  Clinical  evidence. — Numerous  cases  of  diabetes  in 
which  no  improvement  followed  on  the  hypodermic  or  oral 
administration  of  secretin. 

There  are  certain  assumptions  underlying  any  hypothesis 
justifying  the  use  of  secretin  : — 

(1)  That  the  pancreas  has  an  internal  secretion. 

(2)  That  one  of  the  functions  of  the  internal  secretion  is 
to  faciUtate  oxidation  of  carbohydrates. 

(3)  That  diabetes  is  in  some  cases  due  to  an  absence  of  the 
internal  secretion. 

(4)  That  the  hormone  of  the  internal  secretion  is  the  same 
as  that  of  the  external  secretion. 

(5)  That  secretin  administered  by  the  mouth  can  be  absorbed 
as  such  into  the  blood,  and  can  stimulate  the  pancreas. 

These  cases  have  been  recorded  in  the  hope  that  physicians 
will  observe  for  themselves  the  action  of  secretin  in  diabetes. 
In  the  majority  of  cases  its  use  is  undoubtedly  practically  nil. 
but  in  a  minority  it  seems  probable  that  it  has  increased 
carbohydrate  tolerance.  Is  it  not  a  little  premature  to  regard 
the  controversy  as  to  the  use  of  secretin  in  diabetes  as  finally 
settled  ? 

In  conclusion.  I  wish  to  express  my  indebtedness  to 
Professor  W.  H.  Thompson  for  permission  to  make  several 
of  the  sugar  estimations  in  the  Physiological  Laboratory  of 
Trinity  College ;  to  Professor  Starling  for  his  most  interesting 
lectures  on  "  Recent  Advances  in  the  Physiology  of  Digestion," 
and  to  Drs.  Moore,  Edie,  Abram.  Bainbridge  and  Beddard  for 
their  articles  in  Vol.  I.  of  the  Bio-Chemical  Journal.  My 
thanks  are  also  due  to  my  clinical  clerks,  Messrs.  Boyd, 
Harrison  and  Laird,  for  their  trouble  in  making  daily  estima- 
tions of  sugar  in  their  respective  cases. 
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SECTION    OF    MEDICINE. 

Friday,  ISovemher  8,  1907. 

The  President,  Dr.  Joseph  M.  Redmond,  in  the  Chair. 

Functional  Spastic  Paraplegia. 

Dr.  Craig  exliibited  a  coachman,  aged  twenty-three,  who  had 
been  admitted  to  the  Meath  Hospital  in  March,  1906,  complaining 
of  pain,  coldness,  and  a  dead  feeling  in  his  left  leg.  He  attributed 
his  condition  to  a  wetting,  received  a  year  before,  when  he  wore 
a  broken  boot.  A  sensation  of  "  pins  and  needles  "  in  his  left 
foot  and  leg  followed.  Subsequently  cold  sweats  occurred  in  the 
leg,  accompanied  by  pain,  which  passed  up  his  side  into  his  left 
arm.  I^ater  the  pain  again  attackeel  and  settled  in  the  calf  of  his 
left  leg,  while  from  the  hip  down  the  limb  was  cold  and  numb. 
Tremors  then  appeared  in  the  leg,  so  that  on  attempting  to  walk 
he  staggered  like  a  drunken  man  ;  spasm  of  the  muscles  in  the 
leg  and  extension  of  the  tremors  to  the  other  leg  and  to  the  arms 
followed.  Examination  revealed  increased  knee  jerks,  some 
Attempt  at  ankle  clonus  in  the  left  leg,  slight  nystagmoid  move- 
ments of  the  eyeballs,  no  slurring  of  s]ieech  ;  rhythmical  tremors 
appear  in  the  limbs  on  using  them.  He  was  thought  to  have 
disseminated  sclerosis,  and  left  hospital  in  about  six  weeks  without 
any  change  in  his  condition.  He  weighed  lOst.  ^Ibs.  on  leaving 
hospital  in  April,  1900.  The  patient  came  into  hospital  again 
about  a  month  ago,  this  time  under  my  care.  He  now  attributes 
the  onset  of  his  illness  to  his  having  slept  on  a  mattress  on  a 
stable  floor  while  luirsing  a  sick  horse.  He  says  his  legs  and  left 
arm  are  weak,  and  that  he  has  shooting  pains  which  run  up  his 
legs,  along  his  sides,  across  his  ihcst  and  down  again.  In  the  left 
arm  he  has  shooting  pains  which  escape  by  the  tips  of  his  fingers. 
He  is  now  only  Hst.  7ll>s.,  and  ap])ears  to  be  wjistod,  but  the 
wasting  is  (juite  general.  He  is  unable  to  sUnd  with  his  eyes 
dosed,  and  staggers  considerably  when  walking ;  knee  jerks  are 
increased  ;  there  is  no  ankle  clonus,  but  on  the  left  side  a  few 
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spasms  of  rectus  clonus  are  elicited  which  give  him  paiu.  There  is 
a  flexor  plantar  reflex.  Hyperaesthesia  to  touch,  pain  and  heat 
is  universal.  He  has  a  fairly  coarse  tremor,  seen  well  in  his 
arm  when  he  places  a  forefinger  on  the  tip  of  his  nose.  He  has 
very  slight  nystagmoid  twitches  on  extreme  lateral  movement 
of  the  eyeballs.  Sir  Henry  Swanzy  reported  that  otherwise  his 
eyes  are  perfectly  normal  in  every  respect.  There  is  no  trouble 
connected  with  either  bladder  or  rectum.  During  his  previous 
stay  in  hospital  the  diagnosis  of  disseminated  sclerosis  was 
undoubtedly  made  on  the  weakness  of  the  legs,  with  increased 
knee  jerks,  the  tremor  and  the  nystagmoid  twitchings.  The 
case  is,  however,  a  functional  one.  The  pain  and  numbness  com- 
plained of  early  in  1905  were  probably  due  to  sciatica.  When  he 
came  into  hospital  on  the  present  occasion  ataxia  was  the  most 
prominent  feature  of  the  case  ;  to-night  he  is  free  from  ataxia. 
The  knee  jerks  are  also  less  responsive,  and  even  the  tremor  is 
not  so  marked.  This  morning  it  was  quite  absent  from  both  arms. 
When  now  examined  he  exhibits  to-night,  for  the  first  time,  a 
spurious  clonus  in  the  right  leg.  It  is  due  to  spasm  of  the  thigh 
muscles.  The  ankle  is  quite  unmoved.  On  rubbing  his  forehead 
with  a  forefinger  or  on  gently  pulling  the  hairs  of  his  legs  he 
complains  of  pain.  The  hypersesthesia  is  quite  general.  The 
points,  however,  upon  which  Dr.  Craig  most  confidently  relied  in 
pronouncing  against  the  existence  of  an  organif  lesion  in  the 
brain  and  cord  are — (1)  absence  of  ocular  signs,  such  as  optic 
nerve  atrophy,  contraction  of  the  field  of  ^dsion,  limitation  of 
muscular  movements  ;  (2)  absence  of  any  involvement  of  the 
bladder  and  rectum  ;  (3)  absence  of  true  ankle  clonus  and  toe- 
extension  phenomenon.  Hyperiiesthesia  is  less  common  in  puraly 
hysterical  cases  than  anccsthesia  ;  but,  taking  this  symptom  of 
general  hyperfcsthesia,  with  the  loss  of  flesh  and  the  general  aspect 
of  the  patient,  Dr.  Craig  regarded  his  condition  as  neurasthenic 
rather  than  hysterical — in  fact  the  case  presents  that  alluring 
symptom  group  which  is  so  frequently  found  in  people  who  have 
received  an  injury  for  which  compensation  is  expected.  The 
patient  was  exhibited  to-night  in  order  to  draw  attention  to  the 
importance  of  making  an  accurate  diagnosis  in  cases  exhibiting 
nervous  disturbances,  because  of  the  important  differences  in  the 
prognosis  between   an   hysteiical   or   functional   paraplegia   like 
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the  present  one  and  a  case  of,  say,  disseminated  sclerosis.  The 
man  has  been  taking  valerianates  for  the  past  ten  days.  Dr. 
Craig  had  told  the  patient  that  he  will  get  well,  and  already  he 
was  much  impressed  with  the  improvement  that  has  taken  place, 
and  which  he  confidently  expects  will  be  continued. 

Sir  Christopher  Nixox  said  it  would  be  difficult  to  conceive 
that  a  case  which  presented  such  varied  disturbances  from  the 
normal  could  be  regarded  as  simply  functional  in  character.  He 
thought  the  term  functional  paraplegia  was  open  to  grave  objec- 
tion. It  did  not  explain  in  any  way  the  multitude  of  symptoms 
in  the  case.  At  first  the  patient  undoubtedly  showed  the  ordinary 
symptoms  of  disseminated  sclerosis.  There  was  more  about  the 
man  than  simple  functional  disturbance  ;  and,  while  he  had  the 
greatest  respect  for  Dr.  Craig's  acumen  in  diagnosis,  he  claimed 
that  there  was  always  room  for  latitude  in  nervous  diseases,  and 
expressed  the  opinion  that  the  case  was  one  of  disseminated 
sclerosis  undergoing  a  period  of  remission. 

Dr.  Drury  said  he  had  seen  the  case  before,  and  could  bear 
out  Dr.  Craig's  statement  that  the  symptoms  were  different  then 
from  ten  days  previously.  He  did  not  think,  however,  th?t  they 
could  altogether  depend  on  the  absence  of  bladder  symptoms  as 
necessary  early  in  diagnosis.  In  nearly  all  chronic  nervous  cases 
very  marked  functional  manifestations  appeared.  He  did  not 
think  that  any  of  them  could  either  condemn  the  patient  as  being 
a  case  of  organic  disease  or  buoy  him  up  with  the  idea  that  it 
was  merely  functional  unless  they  had  gone  into  the  case  with 
greater  fulness,  and  they  might  depend  on  the  diagnosis  of  Dr. 
Craig,  who  had  studied  the  case. 

Dr.  Travers  Smith  said  that  if  he  had  to  give  a  working 
opinion  of  the  case  he  would  give  the  same  as  Dr.  Craig,  and  he 
believed  the  patient  would  get  well.  By  that  he  would  imply  the 
loss  of  function  of  some  portion  of  the  nervous  apparatus,  without 
any  discoverable  anatomical  change  to  account  for  it.  He  did  not 
think  they  need  be  afraid  of  diagnosticating  functional  disturbance 
while  still  keeping  their  minds  open  to  the  possibility  of  its  being 
only  preliminary  to  permanent  disturbance.  He  thought  that 
the  very  rapidity  of  the  changes  that  had  occurred  in  the  case,  as 
well  as  present  symptoms,  were  all  in  favour  of  functional  disease. 

Dr.  Waltkr  Smith  said  that  in  their  present  hazy  state  of 
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knowledge  of  many  aspects  of  nervous  disease,  he  would  hesitate 
to  pronounce  a  definite  opinion  as  to  the  exact  state  of  the  case, 
but  he  shared  Sir  Christopher  Nixon's  objections  to  the  use  of 
the  word  functional,  which,  he  hoped,  before  long  would  vanish 
from  medical  nomenclature.  If  a  term  must  be  used,  he  would 
prefer  the  word  hysterical,  which  connoted  a  state  of  things  better 
than  functional.  Stress  had  been  laid  on  the  point  that  if  the 
patient  got  well,  the  diagnosis  of  functional  disease  would  thereby 
be  substantiated,  which  was  as  much  as  saying  that  if  the  patient 
had  organic  disease  he  could  not  get  well,  and  therefore  recovery 
would  make  a  different  diagnosis — a  line  of  argument  which  was 
quite  unwarrantable.  The  recent  demonstration  that  the  nerve- 
supply  of  the  bladder  and  rectum  was  not  derived  from  the  lumbar 
region  should  modify  their  consideration  of  the  matter,  and  he 
would  hesitate  to  accept  Dr.  Craig's  diagnosis  as  absolutely 
correct. 

Dr.  Moorhead  said  he  had  seen  the  case  previously,  and  had 
disagreed  with  Dr.  Craig's  diagnosis,  but  he  had  since  come  to 
think  that  the  disease  was  functional. 

Dr.  Purser  discussed  the  site  of  functional  degradation  in 
this  case. 

Dr.  Craig,  in  reply,  said  he  did  not  regard  the  absence  of  bladder 
symptoms  as  of  vital  importance,  but  in  nearly  every  case  of 
disseminated  sclerosis  with  pronounced  symptoms  bladder 
symptoms  were  present.  He  only  dwelt  on  the  absence  of  such 
symptoms  because  it  was  in  combination  with  the  absence  of 
ocular  phenomena  and  ankle  clonus. 

Exhibits. 
Dr.  Winter  showed  a  case  of  amyotrophic  lateral  sclerosis. 
The  patient  was  a  coachman,  aged  thirty -eight,  who,  about  six 
months  before  he  first  saw  him,  noticed  that  he  was  waiting 
between  the  thumb  and  first  finger  of  the  right  hand ;  he  did  not 
then  notice  any  weakness.  Since  that  time  atrophy  of  the  muscles 
has  proceeded  rather  rapidly,  the  muscles  chiefiy  involved  being 
those  of  the  right  hand,  the  extensor  of  the  right  wrist,  and  the 
deltoid  and  triceps,  but  there  is  also  some  wasting  of  the  muscles 
of  the  left  hand.  A  very  well-marked  feature  of  the  case  was 
the  fibrillary  contraction  of  the  muscles,  which  was  present  in 
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the  muscles  of  both  arms,  and  also  both  pectorals  and  the  scapular 
muscles.  There  were  no  bulbar  symptoms.  In  addition  to  his- 
muscular  atrophy  the  patient  showed  exaggerated  knee  jerks  and 
sometimes  ankle  clonus,  the  reflexes  in  his  arms  being  also  exag- 
gerated ;  but  beyond  the  facts  elicited  by  examination  the  patient 
showed  no  spastic  symptoms,  and  although  at  first  sight  the  case 
looked  like  one  of  progressive  muscular  atrophy.  Dr.  Winter 
thought  that  the  name  under  which  he  had  exhibited  the  case 
gave  a  better  idea  of  the  conditions  that  were  found,  and,  in  his 
opinion,  the  case  tended  to  confirm  the  view  that  the  two  condi- 
tions were  identical. 

Dr.  Travers  Smith  showed  cases  of  (1)  progressive  muscular 
dystrophy,  (2)  paroxysmal  tachycardia,  (3)  a  man  who  exhibited 
symptoms  of  a  combination  of  locomotor  ataxia  and  multiple 
neuritis. 

These  were  discussed  by  Drs.  Little,  Craig,  and  Moorhead. 


Friday,  December  6,  1907. 
Dr.    Parsons    in    the    Chair. 

Sir  John  Moore  read  a  paper  on  "  Diphtheritic  Fever."  See 
page  1.  ante. 

Dr.  Kirkpatrkk  road  a  paper  on  "  Eye  Strain."  See  page  15, 
ante. 

Dr.  Moonry  read  a  paper  on  "  Eye  Strain."  See  page  2(5, 
anle. 


Friday,  Jatnuirfi  ?>\.  19u8. 
Tlic  President  in  tin-  Chair. 

|)i!.  Finny  read  a  paper  on  "The  Prognosis  and  Treatment 
of  Nr|)liritis."     See  puL^e  'U.  atiU\ 

\)\{.  EaR[,  read  a  \y,\.\n-Y  on  "The  l'atli«)K)<iy  of  Nepliriti>."' 
See  page  HO.  nvU'. 
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Friday,  March  6,  1908. 
Dr.  Peacocke  in  the  Chair. 

Dr.  Moorhead  read  a  paper  on  "  Some  Unusual  Pulmonary 
Cases."     See  page  67,  ante. 

Dr.  Parsons  read  a  paper  on  "  The  Treatment  of  Diabetes 
by  Duodenal  Preparations."     See  page  129,  ante. 


Friday,  April  3,  1908. 

Dr.  Finny  in  the  Chair. 

Mr.  a.  B.  Mitchell  read  a  paper  on  "  Duodenal  Ulcer :    Its 
Diagnosis  and  Treatment."     See  page  76,  ante. 


Friday,  May  22,  1908. 
Dr.  Finny  in  the  Chair. 

Mr.  G.  B.  M'Hutchison's  paper  on  "  Calmette's  Ophthalmo- 
reaction to  TubercuHn  "  (see  page  97,  ante)  was  taken  as  read. 

Dr.  Walter  Smith  read  "  Notes  on  Oxaluria  and  Phosphaturia." 
See  page  117,  ante. 
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GRAFTING  OF  FIBULA  TO  TIBIA. 

By  R.  ATKINSON  STONEY,  M.B.  (Univ.  Dubl.),  F.R.C.S.; 
Surgeon  to  the  Royal  City  of  Dublin  Hospital. 

[Read  in  the  Section  of  Surgery,  January  1",  190S.] 

The  patient,  a  boy,  aged  seven,  was  admitted  to  the  Royal  City 
of  Dublin  Hospital  on  the  afternoon  of  November  26,  1904.  His 
temperattire  and  pulse  on  admission  were  over  103°  F.  and  100 
respectively.  His  mother  gave  a  history  that  he  had  been  ill 
with  pain  and  swelling  of  his  left  leg  for  some  ten  days,  and  also 
said  that  he  had  had  an  attack  of  measles  about  two  months 
previously. 

On  examination,  it  was  fotmd  that  the  left  leg  was  enormously 
swollen  from  the  knee  to  the  ankle ;  the  skin  was  blue  and  shiny, 
and  fluctuation  was  well  marked.  Chloroform  was  administered, 
and  a  free  incision  was  made  over  the  most  prominent  part  of 
the  swelling,  about  1|  inches  below  the  knee,  and  about  a  pint  of 
pus  and  shreddy  material  was  evacuated.  On  introducing  the 
finger  the  whole  length  of  the  diaphysis  of  the  tibia  was  felt  to 
be  bare  and  denuded  of  periosteum,  the  finger  passing  completely 
round  the  bone.  The  muscles  of  the  anterior  tibio-fibular  com- 
partment seemed  to  have  almost  entirely  disappeared.  A  couple 
of  counter-openings  were  made  for  drainage  just  above  the  ankle. 
During  the  following  three  weeks  the  daily  discharge  was  very 
profuse,  and  suppuration  spread  up  on  the  inner  side  of  the  limb 
along  the  tendons  for  a  considerable  distance  above  the  knee  ; 
the  temperature  fluctuated  between  100°  and  104°  F.,  and  the 
patient  appeared  to  be  losing  ground.  The  question  of  amputa- 
tion was  discussed,  but  it  was  thought  that  the  patient  was  not 
in  a  condition  to  stand  the  shock  of  an  amputation  through  the 
upper  third  of  the  thigh,  which  position  would  have  been  necessary 


Me.  R.  a.  Stoney  on  "  Grafting  of  Fibula  to  Tibia." 


Skiaouam  I. 


Mr.  R.  a.  Stoney  on   "  Grafting  of  Fibula  to  Tibia." 


Skiaouam  II. 


By  Mr.  R.  a.  Stone y.  147 

to  get  above  the  area  of  infection.  By  careful  dressing  and  keep- 
ing the  limb  in  a  continuous  bath  the  condition  gradually 
improved.  An  involucrum  formed  around  the  lower  half  of  the 
tibia  and  also  around  the  upper  end  for  a  short  distance  ;  but  for 
an  interval  of  a  couple  of  inches  the  periosteum  had  evidently 
been  destroyed  by  the  tension  under  which  the  pus  had  been 
allowed  to  collect,  and  there  was  no  attempt  at  the  formation  of 
new  bone.  The  condition  present  at  this  time  (early  in  January) 
is  shown  in  Skiagram  I. 

On  January  21  an  incision  was  made,  and  the  upper  half  of 
the  necrosed  tibia  was  removed  in  one  piece.  There  was  no 
difficulty  in  doing  this,  as  it  lay  quite  loose,  without  any  involucrum 
surrounding  it.  The  lower  half  was  too  firmly  fixed  to  be  taken 
away  with  safety.  Some  months  later,  on  April  8,  the  lower 
half  of  the  necrosed  tibia  was  removed  in  several  pieces,  after 
making  an  incision  through  the  involucrum  surrounding  it.  On 
June  26  the  sinuses  were  scraped,  and  several  small  sequestra 
were  removed.  On  July  5,  after  a  stay  of  nearly  eight  months 
in  hospital,  the  patient  was  discharged  with  the  majority  of  the 
sinuses  healed  ;  but  for  some  time  longer  he  had  to  attend  the 
dressing  dispensary  daily. 

In  the  beginning  of  April,  1906,  the  patient  was  re-admitted 
to  hospital  with  the  condition  shown  in  Skiagram  II.  All  the 
sinuses  were  soimdly  healed,  the  leg  was  two  inches  shorter  than 
the  opposite  one,  and  there  was  lateral  movement  to  nearly  a 
right  angle  at  a  point  a  couple  of  inches  below  the  knee,  so  that 
the  leg  was  useless  as  a  means  of  support  or  locomotion.  On 
looking  at  the  skiagram  it  is  seen  that  this  mobility  was  due 
to  a  gap  in  the  tibia,  about  the  junction  of  the  upper  and  middle 
thirds  of  the  bone.  In  this  interval  no  new  bone  had  been  formed, 
though  it  was  now  eighteen  months  since  the  first  operation.  It 
can  also  be  seen  that  owing  to  the  continued  growth  of  the  fibula 
the  upper  end  of  this  bone  was  dislocated  from  the  external 
tuberosity  of  the  tibia  and  projected  up  to  the  level  of  the  knee- 
joint,  forming  a  marked  prominence  under  the  skin. 

The  question  arose  as  to  whether  amputation  should  be 
done,  or  some  form  of  plastic  operation  should  be  attempted. 
It  was  thought  that  the  latter  would  not  have  much  likelihood 
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of  success  owing  to  the  poor  blood  supply  of  the  parts,  as  the 
upper  half  of  the  leg  appeared  to  consist  of  little  more  than 
cicatricial  tissue.  It  was,  however,  decided  to  make  the 
attempt. 

Several  methods  suggested  themselves  : — (1)  Removal  of  a 
sufficient  length  of  the  fibula  to  allow  the  two  ends  of  the  tibia 
after  freshening  to  be  brought  into  contact  and  ^^•i^ed.  This 
would  have  entailed  further  shortening  of  the  leg,  already 
considerably  too  short.  (2)  The  placing  of  a  portion  of  the 
fibula  or  a  piece  of  bone  from  a  recently  killed  animal  between 
the  two  ends  of  the  tibia.  (3)  The  transplanting  of  a  piece  of 
the  periosteum  of  the  fibula  or  a  slice  off  the  fibula  in  the  gap 
in  the  tibia.  The  great  objection  to  both  these  methods  was 
the  probability  that  growth  and  union  would  not  occur  owing 
to  the  lack  of  nourishment,  as  the  transplantation  would  take 
place  in  a  mass  of  fibrous  tissue.  (4)  The  method  which  was 
adopted.  This  was  to  cut  across  the  neck  of  the  fibula  just 
above  the  level  of  the  lower  end  of  the  proximal  portion  of 
the  tibia,  and  fix  the  upper  end  of  the  lower  fragment  of  the 
fibula  to  the  upper  piece  of  the  tibia.  By  this  means  the  graft 
would  retain  its  own  blood  supply,  and  there  would,  therefore, 
be  less  fear  of  necrosis  or  failure  of  union.  The  idea  of  this 
operation  was  suggested  by  a  case  recorded  in  the  Lancet  of 
January  13,  1900,  by  Prof.  E.  E.  Goldman,  of  Freiburg, 
where  the  upper  end  of  the  tibia  had  to  be  removed  for 
sarcoma.  The  operation  is  a  modification  of  one  described  bv 
Hahn  as  long  ago  as  1885. 

The  operation  was  performed  on  April  7,  1906.  Some 
difficulty  was  found  in  bringing  the  fibula  across  to  the  tibia, 
owinR  to  the  fact  that  the  whole  of  the  iipp(>r  part  of  the  leg  was 
merely  a  mass  of  fibrous  tissue,  showing  no  truce  of  nuiscle.  A 
small  cavity  was  gouged  out  of  the  upper  fragment  of  the  tibia 
and  the  upper  end  of  the  distal  portion  of  the  fibula  was  placed  in 
this  and  fi.ved  in  position  by  a  silver  wire  suture  (see  Skiagram  III.). 


I 


Mr.  R.  a.  Stoney  on  "  Grafting  of  Fibula  to  Tibia.'* 


SKIAdK.m     111. 


Mr.  R.  a.  Stoney  on  "  Grafting  of  Fibula  to  Tibia.'* 


Skia(iiiam  IV, 


By  Mr.  E.   A.  Stoney.  149 

Unfortunately  some  encapsuled  mass  of  sepsis  was  apparently 
opened  into,  for  though  the  surface  of  the  womid  healed,  an 
abscess  formed  around  the  wire,  which  had  finally  to  be  removed 
on  October  6.  This  occurrence  of  sepsis  delayed  the  union  of 
the  bone,  but  after  about  ten  months  spent  with  the  limb  in 
plaster,  firm  union  took  place,  so  providing  the  boy  with  a  stable 
column  of  support  for  his  limb.  There  is  still  considerable 
shortening,  due  to  loss  of  growth  during  the  eighteen  months 
while  the  ends  of  the  tibia  were  not  in  contact  before  the  plastic 
operation.  Since  the  operation,  however,  the  limb  has  been 
growing  at  the  same  rate  as  its  fellow,  and  the  shortening  is 
largely  masked  by  a  tilting  down  of  the  pelvis  and  by  a  talipes 
equinus  which  has  resulted  from  the  complete  destruction  of 
the  muscles  in  the  anterior  tihio-fibular  compartment.  The 
patient  is  now  able  to  walk  well,  and  even  to  run  about  without 
the  support  of  a  stick,  though  there  is  a  considerable  limp. 

A  somewhat  similar  case  is  reported  .in  the  "  Annals  of 
Surgery  "  for  last  October,  b}^  J.  S.  Stone.  But  in  it  there 
was  a  much  greater  failure  of  formation  of  new  bone  in  place 
of  the  necrosed  tibia,  so  that  there  was  a  gap  of  about  eight 
inches  between  the  two  ends.  The  operation  consisted  of 
two  stages  ;  the  first  corresponded  almost  exactly  to  that 
described  above,  and  the  second,  which  was  performed  some 
time  afterwards,  consisted  in  splitting  the  lower  end  of  the 
fibula  longitudinally  and  grafting  the  inner  fragment  to  the 
lower  part  of  the  tibia. 

The  condition  of  the  patient  last  October  is  shown  in 
Skiagram  IV.  The  plaster  had  been  removed,  and  the 
patient  was  going  about.  On  looking  at  this  skiagram  it 
will  be  seen  that  the  fibula  is  fixed  to  the  side  of  the  tibia 
rather  than  to  its  distal  extremity ;  this  is  partly  due  to  the 
difficulty  that  was  experienced  in  drawing  the  fibula  inwards 
o^ving  to  the  firm  mass  of  fibrous  cicatricial  tissue  developed 
here,  and  partly  to  a  slipping  upwards  of  the  fibula,  which 
occurred  as  a  result  of  the  suppuration  which  prevented  rapid 
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union  between  the  bones.  Another  point  that  may  be  noticed 
is  the  great  hypertrophy  of  the  fibula  which  has  taken  place 
as  the  result  of  having  to  take  on  the  support  of  the  whole 
limb.  This  h}^ertrophy  is  very  well  seen  also  in  the  illustra- 
tions which  accompany  both  Goldman's  and  Stone's  papers. 


The  Chairman  said  the  case  was,  so  far  as  he  knew,  the  first 
of  the  kind  reported  in  Ireland,  or  at  any  rate  shown  at  the 
Academy.  He  believed  it  was  the  only  line  of  treatment  which 
was  hkely  in  such  a  case  to  leave  a  useful  limb. 

Mil.  Taylor  congratulated  Mr.  Stoney  on  the  success  of  his^ 
operative  procedure. 

Dr.  Stokes  asked  if  there  was  any  tendency  of  the  ankle  to 
tuin  outwards. 

Mu.  Stoney,  in  reply,  said  there  was  no  tendency  of  the  ankle 
to  turn  outwards.  If  anythin<i,  there  might  be  a  tendency  to- 
turn  inwards,  but  such  was  hardly  likely  in  the  present  case. 


ON  SOME  CASES  OF  GALL-STONES. 

By  DENIS  KENNEDY,  F.R.C.S. ; 

Surgeon  to  Jervis  Street  Hospital. 

[Read  in  the  Section  of  Surgery,  February  28,  1908.] 

I  WISH  to  bring  under  your  notice  some  cases  of  gall-stone 
surgery.  In  no  branch  of  our  profession  has  more  progress 
been  made  in  the  last  decade  than  in  the  surgery  of  the  gall- 
bladder and  bile-ducts.  An  important  factor  in  this  progress 
has  been  the  recognition  of  the  fact  by  physicians,  as  well  as 
surgeons,  that  drugs  have  not  the  sUghtest  influence  in 
dissolving  a  biUary  calculus  before  its  exit  from  the  body, 
or  in  dislodging  it  from  the  position  it  may  occupy  in  any 
part  of  the  biliary  tract.  And  drugs  have  just  as  Httle 
influence  over  the  many  grave  and  pathological  lesions  that 
may  ensue  from  gall-stones.  Consequently,  although  the 
physician  has  his  part  to  fulfil  in  the  early  recognition  of  the 
disease  and  in  the  general  guidance  of  the  patient,  the  treat- 
ment of  the  disease  itself,  as  well  as  of  the  sequelse  that  may 
ensue,  belong  entirely  to  the  surgeon.  Of  course  no  one  can 
deny  that  many  patients  carry  their  gall-stones  with  them  to 
the  grave,  and  that  their  life  has  not  been  materially  shortened 
nor  made  too  unpleasant  by  their  presence.  Others,  again, 
get  rid  of  a  large  number  of  gall-stones  when  nature  is  aided 
in  her  expulsive  efforts  by  the  improved  vigour  and  tone 
which  the  system  receives  when  a  time  is  spent  at  some  of  the 
popular  health  resorts,  such  as  Carlsbad.  But  these  must  be 
looked  on  as  exceptions  to  the  ordinary  course  of  events 
which  accompanies  the  presence  of  gall-stones  in  the  biliary 
tract.  A  statement  is  frequently  made  that  gall-stones  may 
be    present  in  the  gall-bladder  without  giving  rise  to  any 
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symptoms.  I  think  this  is  scarcely  correct.  But  they  may 
be  present,  and  the  symptoms  be  entirely  or  partly  referable 
to  the  stomach.  These  gastric  symptoms  are  due  to  the 
pathological  changes  that  follow  from  gall-stones.  These 
pathological  changes  consist  essentially  in  the  formation  of 
adhesions  between  the  viscera  in  the  upper  and  right  half  of 
the  abdomen.  The  pyloric  end  of  the  stomach,  the  colon, 
the  gall-bladder  and  liver  are  found  matted  together  by 
dense  adhesions.  Consequently,  when  food  is  being  passed 
through  the  pylorus,  which  is  narrowed  and  inflamed  on 
account  of  the  adhesions,  pain  is  experienced  resembling  that 
due  to  gastric  ulcer.  And  I  have  met  many  cases  that  were 
treated  for  years  for  stomach  trouble,  especially  for  ulceration, 
when  the  primary  and  essential  disease  was  the  presence  of 
calculi  in  the  gall-bladder.  A  typical  example  is  the  following 
case : — 

I  saw  Mr.  G.,  aged  about  forty-five  years,  in  February,  1906, 
in  consultation  with  Dr.  Cox.  For  fifteen  years  he  was  dieted 
and  doctored  for  stomach  trouble  and  labelled  chronic  dyspepsia. 
He  travelled  t\\ace  round  the  world,  and  wintered  abroad  for 
years  to  try  and  get  health.  In  spite  of  this  he  was  sometimes 
bad,  sometimes  better,  but  never  well.  Occasionally  he  got 
rather  bad  attacks  of  abdominal  pain,  which  were  always  attri- 
buted to  some  indiscretion  in  diet.  For  a  couple  of  years  previous 
to  my  seeing  him  these  attacks  became  more  and  more  frequent, 
and  rendered  his  life  miserable.  On  examination  all  I  had  to 
do  was  to  confirm  the  diagnosis  of  gall-stones  already  made  by 
Dr.  Cox,  and  to  agree  to  carry  out  operative  treatment  recom- 
mended by  him.  On  operation  I  found  the  viscera  matted 
together  in  the  upper  abdomen,  the  gall-bladder  full,  almost  to 
bursting  point,  with  calculi.  On  opening  the  gall-bladder  I 
removed  hundreds  of  small  black  calculi  resembling  particles  of 
coal  in  appearance.  I  provided  for  free  drainage,  and  the  patient 
made  a  rapid  and  complete  recovery.  Tie  has  since  remained 
in  perfect  health,  <^uined  a  few  stones  in  weight,  can  eat  what  he 
likes,  and  never  knows  he  ims  a  stomach. 
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A  much  more  serious  condition  of  things  that  we  have 
frequently  to  deal  Avith  is  when  the  calculus  or  calculi  become 
lodged  in  the  biliary  or  common  bile-duct.  The  symptoms 
that  such  a  condition  give  rise  to  are,  as  a  rule,  definite,  and 
not  very  difficult  to  diagnose.  Jaundice  and  its  associated 
symptoms  -will  be  more  or  less  pronounced  according  to  the 
degree  of  obstruction  produced  in  the  duct.  Pain  is  usually 
present,  but  not  necessarily  severe.  Wasting  of  the  patient 
occurs,  and  most  intense  irritation  of  the  skin  and  eyes  are 
also  usually  present.  But  probably  the  most  significant  set 
of  symptoms  are  attacks,  ague  like  in  character,  from  which 
the  patient  is  prone  to  suffer.  These  attacks  are  said  to  be 
due  to  either  a  catarrhal  or  suppurative  inflammation 
occurring  in  the  gall-bladder  and  bile-ducts  above  the  obstruc- 
tion. They  may,  however,  be  entirely  absent,  especially 
when  the  common  bile-duct  is  completely  occluded.  It  is 
then  more  difficult  for  the  infection  to  travel  upwards  from 
the  intestine.     Such  a  case  is  the  following  : — 

Mrs.  S.,  aged  fifty-two,  consulted  me  in  October,  1905.  Her 
history  was  as  follows  : — Four  years  previous  she  got  an  attack 
of  abdominal  pain,  lasting  with  remissions  for  three  days  ;  it  then 
passed  off.  Six  months  subsequently  she  got  a  second  attack  ; 
the  pain  lasted  two  days  ;  she  then  became  jaundiced,  and  con- 
tinued so.  On  examination,  patient  was  deeply  jaundiced, 
looked  emaciated,  and  complained  of  feeling  very  languid  and 
weak  ;  she  also  suffered  from  considerable  irritation  of  the  sldn 
and  eyes.  There  seems  to  have  been  a  complete  absence  of 
any  febrile  attacks  or  of  rigor ;  she  suffered  no  pain.  The 
liver  was  apparently  enlarged,  reaching  down  below  the 
umbilicus  ;  there  had  been  no  haMuorrhages  and  no  vomiting.  I 
diagnosed  obstruction  of  the  connnon  bile-duct  by  a  calculus, 
and  recommended  operation,  which  I  subsequently  carried  out. 
On  opening  the  abdomen  by  an  incision  through  the  right  rectus 
muscle  I  found  the  Hver  very  enlarged,  but  had  the  greatest 
difficulty  in  linding  the    iiall-hladder  on   account  of  the  dense 
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adhesions  that  were  present.  The  viscera  seemed  matted  together 
as  if  with  ma,Ugnant  growth.  The  gall-bladder  was  atrophied, 
and  contained  no  bile,  mucus  or  calculus.  With  consider- 
able difficulty  I  exposed  the  common  bile-duct  and  palpated  a 
c^ilculus  just  as  tlic  duct  passes  behind  the  duodenum.  I  incised 
the  duct  and  removed  tlie  stone,  wldch  is  uncommonly  large 
and  weighs  fifty  grains.  I  stitched  a  drainage  tube  into  the  cut 
bile-duct  in  order  to  afford  free  drainage.  A  couple  of  iodoform 
strips  placed  in  the  neighbourhood  of  the  drainage  tube  and  the 
closure  of  the  abdomen  completed  the  operation,  wliich  lasted  one 
hour  and  fifty  minutes.  The  exposing  of  the  gall-bladder  and 
bile-ducts  through  the  dense  adhesions  was  the  sole  cause  of  the 
prolonged  time  necessary.  Convalescence  was  uninterrupted. 
The  patient  left  hospital  five  weeks  subsequently  completely 
well,  and  she  has  remained  so  since. 

A  most  interesting  case  is  one  that  came  under  my  care  last 
July.  .She  then  had  perforation  of  the  gall-bladder,  and  I 
subsequently  had  an  operation  for  occlusion  of  the  common 
bile-duct  by  calculi.     The  history  of  the  case  is  as  follows  : — 

I  saw  Mrs.  O'F.,  aged  thirty-five,  in  consultation  with  Dr. 
Savage  and  Dr.  Gibson,  in  July,  1907.  In  the  previous  April 
she  had  her  first  attack  of  gall-stones,  during  which  she  was 
jaundiced,  and  which  lasted  for  about  three  weeks.  Her  present 
attack  had  lasted  about  a  week.  She  was  deeply  jaundiced, 
was  collapsed,  had  continuous  pain,  quick  pulse,  and  a  tempera- 
ture ranging  about  101°.  Vomiting  was  present.  She  com- 
plained of  great  tenderness  all  over  the  right  side  of  the  abdomen, 
and  the  abdominal  nuiscles  over  the  same  region  were  quite  rigid. 
We  diagnosed  perforation  of  the  gall-bladder,  and  had  the  patient 
removed  to  a  nursing  home,  with  a  view  to  having  operation 
immediately  carried  out.  On  opening  the  abdomen  bile  and 
pus  escaped  freely  from  the  peritonc^U  cavity.  I  found  the 
viscera  and  tlut  peritoneum  covered  with  flakes  of  thick  lymph. 
On  further  examination  I  found  a  large  opening  towards  the 
neck  of  tin;  gall-bladiler  through  which  l)ile  and  Ciilculi  had  freely 
escaped  into  the  peritoneal  cavity.  Luckily,  the  whole  area 
was  isolatecl  by  adiu'sions,  so  that  I  had  only  localised  instead 
of  a  general  peritonitis  to  deal  with.     I  removed  eighteen  large 
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calculi  fromthis  pouch  of  the  peritoneum  and  from  the  gall-bladder^ 
and  had  to  content  myself  with  providing  for  free  drainage  from 
both.  Being  purely  a  life-saving  operation,  and  being  afraid  of 
breaking  down  adhesions  and  thereby  carrying  infection  to  the 
general  peritoneal  cavity,  I  made  no  attempt  to  expose  or  palpate 
the  bile-ducts.  The  patient's  recovery  was  slow  and  was  not 
complete.  After  about  two  months  she  went  for  a  trip  to  Port- 
rush,  and  there  the  biliary  fistula,  which  remained  open  since 
the  operation,  became  closed.  A  few  days  subsequently  she 
suffered  from  another  attack  of  biUary  coUc  ;  this  lasted  only  a 
couple  of  days,  and  she  again  became  comparatively  well. 
However,  she  was  never  free  from  pain  ;  she  did  not  gain  strength  ; 
she  had  attacks  of  vomiting  and  a  complete  distaste  for  food. 
The  attacks  of  colic  recurred  again  and  again,  increasing  in 
frequency  and  in  intensity  until  she  was  hardly  ever  free  from 
them.  Rigors  were  frequent,  after  which  her  temperature  would 
go  up  to  about  102^.  Jaundice  became  very  marked,  and  she 
suffered  from  intense  irritation  of  the  skin  and  eyes.  In  January 
of  this  year  I  again  saw  her,  in  consultation  with  Dr.  Savage,  and 
we  were  both  agreed  as  to  the  diagnosis  of  obstruction  of  the 
common  bile-duct  and  of  the  necessity  for  operation.  This  I 
carried  out  a  few  days  subsequently.  Through  the  usual  incision 
in  the  right  rectus  muscle  I  had  considerable  difficulty  in  getting 
into  the  abdominal  cavity,  as  the  stomach  and  colon  were  adherent 
to  the  anterior  abdominal  wall.  The  liver  was  well  up  under 
the  ribs,  and  the  gall-bladder  buried  in  adhesions  down  towards 
the  posterior  abdominal  wall.  With  great  difficulty  I  exposed 
the  gall-bladder  and  bile-ducts,  and  was  enabled  to  palpate  them. 
There  were  no  calculi  in  the  gall-bladder,  but  the  cystic  duct  and 
common  bile-duct  felt  like  a  rosary  of  beads  from  the  number  of 
calculi  they  contained.  I  incised  both,  and  removed  two  calculi 
from  the  cystic  duct  and  six  from  the  common  bile-duct.  1 
stitched  a  drainage  tube  into  each  duct,  and  surrounded  the 
tubes  with  strips  of  iodoform  gauze  ;  suturing  of  the  abdomen 
completed  the  operation.  The  patient's  recovery  was  rapid, 
complete,  and,  I  hope,  permanent. 

It  will  be  noticed  that  each  of  these  two  patients  had  only 
one  attack  of  biliary  colic  previous  to  very  grave  troubles 
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supervening.  It  should  warn  us  that  a  patient  is  no  more 
safe  with  a  gall-stone  in  a  gall-bladder  than  with  a  suppurating 
appendix  in  the  abdomen. 

It  is  important  for  us  to  remember  that  obstruction  of  the 
common  bile-duct  is  sometimes  brought  about  by  inflammatory- 
trouble  in  the  head  of  the  pancreas,  and,  still  farther,  that  this 
pancreatic  inflammation  may  be  the  result  of  the  presence 
of  calculi  in  the  gall-bladder  or  bile-ducts.  As  one  would 
expect,  the  symptoms  of  obstruction  to  the  common  bile-duct 
are  pretty  much  the  same  in  both  conditions.  But  \\\\\\  a 
careful  examination  certain  important  points  of  diflerence 
can  usually  be  discovered.  In  obstruction  due  to  pan- 
creatic inflammation,  the  gall-bladder  is  usually  enlarged, 
sometimes  even  forming  a  tumour  palpable  through  the 
abdominal  wall.  Besides,  particles  of  undigested  fat  are 
usually  found  in  the  fa3ces,  and  pecuUar  crystals  are  said  to 
be  always  present  in  the  urine.  These  crystals  have  been 
•discovered  by  Dr.  Cammidge,  and  the  details  for  their 
discovery  have  been  accurately  described  by  him.  These 
details,  however,  are  rather  elaborate,  and  I  must  refer  you 
for  their  description  to  Dr.  Cammidge's  original  work.  He 
claims,  and  his  claim  is  backed  up  by  no  less  an  authority 
than  Mayo  Robson,  that  the  presence  of  these  crystals  are 
pathognomic  of  inflammatory  changes  in  the  pancreas. 
Quite  recently  I  had  under  my  care  in  Jervis  Street  Hospital 
an  old  lady  who  was  sent  to  me  by  Dr.  Savage,  and  who 
suffered  from  this  pancreatic  obstruction  of  the  common  bile- 
duct.     Her  history  was  as  follows  : — 

For  two  years  she  had  been  suffering  from  attacks  at  long 
intervals  of  what  were  apparently  gall-stone  colic,  but  for 
the  last  eight  months  these  attacks  were  associated  with  such 
severe  rigors  and  iutvous  symptoms  that  they  were  described 
by  her  jx'oplo  as  being  epileptic.  WIhmi  I  saw  her  she  was 
<leoply    jaundiced,    had    wasted   considerably,    and    suffered 
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from  intense  irritation  of  the  skin  and  eyes.  The  liver  was 
apparently  enlarged,  and  I  diagnosed  obstruction  of  the 
common  bile-duct  by  a  calculus.  When  operating  a  few  days 
subsequently  I  failed  to  find  any  calculus  either  in  the  gall- 
bladder or  biUary  ducts,  but  the  head  of  the  pancreas  felt 
quite  hard  and  indurated.  I  concluded  the  obstruction 
was  due  to  inflammatory  trouble  in  the  head  of  the  pancreas, 
and  I  opened  the  common  bile-duct  and  inserted  a  drainage 
tube  into  it.  Tliis  I  did  in  the  hope  that  with  free  drainage 
the  pancreatic  trouble  would  subside  and  the  common  bile- 
duct  again  become  patent.  This  hope  was  fulfilled,  as  the 
patient  left  hospital  a  couple  of  weeks  ago  with  her  symptoms 
all  gone,  but  a  small  biliary  fistula  still  remained. 

A  good  deal  of  discussion  has  been  indulged  in  as  to  whether 
cholecystectomy  should  not  be  the  operation  of  choice  when 
gall-stones  are  present  in  the  gall-bladder,  and  many  supposed 
advantages  are  alleged  to  favour  this  procedure,  but  we  must 
remember  that  the  gall-bladder  may  be  of  great  use  surgically 
for  purposes  of  draining  the  biliary  ducts  or  for  carrying  out 
an  anastomosis  with  the  small  intestine  in  case  of  permanent 
obstruction  to  the  common  bile-duct.  And  in  the  absence  of 
some  definite  condition,  such  as  malignant  disease  or  occlusion 
of  the  cystic  duct  that  call  for  removal  of  the  gall-bladder, 
cholecystotomy  is  the  operation  that  should  be  done.  On  two 
occasions  I  have  removed  the  gall-bladder.  In  both  I  con- 
sidered that  the  conditions  present  warranted  the  operation. 
The  cases  are  as  follow  : — 

Mrs.  0.  K.  was  sent  to  nic  by  Dr.  Kelly,  of  Portunma.  She 
had  been  ailing  for  about  ten  months,  and  during  that  time  had 
a  couple  of  severe  attacks  of  abdominal  pain,  with  vomiting.  In 
the  interval  of  these  attacks  she  was  comparatively  well,  but  a 
tumour  gradually  formed  on  the  right  side  of  her  abdomen.  On 
examination  the  symptoms  were  practically  negative,  other 
than  the  presence  of  a  well-marked  tumour  and  some  wasting 
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of  the  patient.  She  had  no  pain,  jaundice,  or  vomiting. 
At  first  I  was  inclined  to  think  the  tumour  was  renal  in  origin, 
but  an  examination  of  the  urine  and  of  the  bladder  with  the 
•cystoscope  gave  negative  results.  Besides,  the  tumour  was  dull 
on  percussion  and  consequently  I  decided  it  was  growing  cither 
from  the  liver  or  the  gall-bladder.  By  an  incision  through  the 
right  rectus  muscle  I  opened  the  abdomen  and  found  the  tumour 
to  consist  of  a  large  gall-bladder  extending  from  the  costal  margin 
down  below  the  brim  of  the  pelvis  and  containing  numerous 
calculi.  This  gall-bladder  resembled  in  shape  and  size  a  small 
stomach.  On  examining  it  I  found  the  cystic  duct  occluded 
with  a  calculus,  and  I  at  once  determined  to  remove  the  whole 
thing.  This  I  carried  out  without  the  slightest  difficulty.  The 
patient  made  a  rapid  and  perfect  recovery,  and  has  remained 
well  since. 

The  second  case  of  cholecystectomy  was  done  for  a  patient 
sent  to  me  by  Dr.  Cusack,  of  Cashel.  This  was  much  more 
difficult,  as  the  gall-bladder  was  adherent  to  the  surrounding 
viscera.  The  breaking  down  of  these  took  a  considerable 
time,  and  there  was  free  bleeding  from  the  liver  surface  after 
their  separation.  As  in  the  other  case,  the  gall-bladder  was 
filled  with  calculi,  and  one  was  firmly  impacted  in  the  cystic 
duct.     She  also  made  a  rapid  and  complete  recovery. 

Apart  from  the  details  connected  with  any  of  the  operations 
on  the  gall-bladder  or  biliary  ducts,  there  are  a  few  general 
principles  that  should  always  be  borne  in  mind.  A  sand  bag 
or  cushion  placed  under  the  back  of  the  patient  brings  the 
gall-bladder  and  biliary  ducts  much  nearer  the  anterior 
abdominal  wall  and  consequently  renders  the  manipulation 
much  more  simple.  The  incision  through  the  outer  l)order 
of  the  right  rectus,  prolonged  well  over  the  liver  upwards  and 
inwards  as  described  by  Mayo  Robson,  is  the  one  that  will  be 
found  mo.st  useful  for  opening  the  abdomen  in  these  cases. 
The  bile-ducts  must  be  examined  as  a  routine  practice,  if 
necessary  any  adhesions  ])rosent  being  broken  down  for  the 
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purpose.  The  area  of  operation  must  be  well  walled  off  by 
suitably  placed  pads,  and  the  less  changing  there  is  of  these 
pads  during  the  operation  the  better.  No  attempt  should 
be  made  to  crush  a  calculus  in  situ,  but  incisions  may  be 
freely  made  through  any  part  of  the  bile-ducts  for  the  removal 
■of  a  calculus  or  for  drainage.  I  frequently  find  the  gloved  or 
ungloved  finger  the  best  scoop  for  removing  calculi  from  the 
gall-bladder. 

We  should  remember  that  our  operation  fails  to  be  a  success 
unless  we  free  the  biliary  ducts  from  calculi,  and  this  procedure 
may  tax  to  the  utmost  our  skill,  energy  and  perseverance  to 
bring  it  to  a  successful  conclusion. 


The  Secretary  said  Mr.  Kennedy  had  well  expressed  surgical 
opinion  with  regard  to  the  presence  of  gall-stone  when  he  said 
it  was  no  more  safe  to  leave  a  gall-stone  in  the  gall-bladder  than 
to  leave  a  suppurating  appendix  inside  the  abdomen.  That  had 
been  impressed  on  him  by  several  cases  which  he  briefly  recounted. 
He  agreed  that  the  condition  was  one  which  should  be  put  under 
the  care  of  a  surgeon,  not  of  a  physician.  Recently  he  had  removed 
gall-bladders  more  often  than  formerly,  as  he  had  had  experience 
of  a  recurrence  of  gall-stones  in  some  gall-bladders  which  he  had 
opened  and  drained.  If  the  gall-bladder  was  found  very  much 
thickened  and  distended,  and  a  stone  was  found  in  the  cvstic 
duct,  he  thought  these  were  indications  for  the  removal  of  the 
gall-bladder.  There  was  a  danger  of  malignant  disease  with  the 
thickening,  and  there  would  be  considerable  doubt  as  to  whether 
such  had  not  already  started.  If  a  stone  had  been  lodged  in 
the  cystic  duct  for  some  time,  even  if  it  could  be  removed  at  the 
■operation,  the  probabilities  of  a  stricture  forming  and  resulting 
in  a  permanent  mucous  fistula  was  very  great,  and  could  be 
obviated  by  the  removal  of  the  gall-bladder  at  the  time  of  the 
operation. 

Mr.  Kennedy,  in  reply,  said  it  was  by  no  means  proved  that 
the  removal  of  the  gall-bladder  would  prevent  a  recurrence  of 
gall-stones. 


THE  SURGICAL  TREATMENT  OF  GRAVES*  DISEASE. 

}3y  WILLIAM  TAYLOR.   M.B.,   F.R.C.S.  ; 

Surgeou  to  the  Meath  Hospital,  Dublin. 

[Read  in  the  Section  of  Surgery,  February  28,  190S.] 

As  tlie  treatment  of  Graves'  disease  still  remains  in  a  some- 
what unsettled  state  in  this  country,  I  thought  it  might  be  of 
interest  to  bring  the  notes  of  the  follo\ving  cases  before  this 
section  of  the  Academy,  and  add  some  remarks  upon  the 
surgical  treatment  of  this  condition  : — 

M.  K.',  a  dressmaker,  aged  about  twenty-four,  was  admitted 
into  the  Meath  Hospital  under  my  care  on  April  7,  1906.  Her 
history  was  as  follows  : — On  December  26,  1900.  she  noticed  that 
her  left  eye  seemed  to  be  larger  and  more  prominent  than  the 
right.  Her  colour,  which  had  hitherto  been  good,  altered  very 
noticeably.  Her  face  seemed  to  become  generally  swollen  and 
the  skin  assumed  a  greenish  hue.  Six  months  after  the  left  eye 
was  noticed  to  be  prominent  her  right  e}'e  also  became  prominent, 
but  the  prominence  never  seemed  qtiite  so  pronounced  as  that 
of  the  left  eye.  At  this  time  she  developed  an  insatiable  thirst, 
and  used  to  drink  enormous  quantities  of  water.  She  likewise 
developed  an  inordinate  desire  to  eat  sweets.  Her  heart  began 
to  trouble  her,  and  palpitations  became  very  distressing.  She 
could  scarcely  sleep  at  night  on  account  of  the  rapid  tumultuous 
beating  of  her  heart,  and  her  mother  was  unable  to  occupy  the 
same  bedroom  with  her  on  account  of  the  violence  of  the  heart'.-^ 
action.  Then  her  lU'ck  became  swollen  ;  the  enlargement  appeared 
first  on  the  ripht  side,  and  frradually  extended  across  the  front  of 
the  neck.  Nervousnesfi  made  its  appearance.  She  became 
easily  fnghtened,  dreaded  going  out  of  the  house  at  night,  and 
she  began  to  aWe  way  easily  to  tears.  In  short,  as  she  told  me, 
she  became  "  hysterical."  She  was  compelled  to  give  up  cycling 
to  business  because  of  lu  r  mrvousness,  her  palpitations,  and  the 
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breathlessness  from  which  she  suffered  on  the  least  exertion. 
Even  when  walking  to  biisincss  she  was  compelled  to  stand  still 
for  a  few  moments  on  account  of  the  palpitations  and  breath- 
lessness. Ultimately  she  was  unable  to  go  to  business,  and  she 
became  very  depressed  and  got  into  very  low  spirits.  Neuralgic 
pains  now  appeared  in  her  head  and  face.  Her  stomach  and  feet 
became  swollen — her  feet  so  much  so  that  she  had  to  remove  her 
boots  on  getting  to  business.  Her  hands  likewise  became  swollen, 
so  that  she  experienced  difficulty  in  putting  on  her  gloves.  Loss 
of  memory  was  noticed,  and  she  developed  a  dislike  towards  and 
a  feeling  of  distrust  and  suspicion  of  her  friends.  Her  temper 
became  very  irritable.  She  had  some  dysphagia,  and  occasionally 
experienced  a  sensation  of  suffocation.  Her  face  flushed 
frequently,  and  she  often  perspired  profusely.  She  felt  a 
throbbing  sensation  in  the  back  of  her  neck,  and  complained  of 
severe  headaches.  The  latter  were  so  severe  that  she  thought 
she  would  go  mad.  Her  hands  became  very  tremulous,  and  she 
had  a  tendency  to  let  articles  drop.  At  the  same  time  she 
frequently  felt  her  legs  suddenly  give  way,  and  felt  that  they  were 
unable  to  support  her.  She  complained  of  pain  over  her  heart, 
and  once  over  the  left  eye.  When  very  iU  she  slept  badly,  and 
always  awoke  in  great  fright.  She  was  restless  and  tossed  about 
in  bed.  Her  appetite  was  generally  good ;  she  vomited 
occasionally,  and  complained  at  intervals  of  abdominal  cramps. 
The  bowels  were  constipated.  There  was  amenorrhea.  She 
frequently  felt  feverish  and  weak.  Dr.  Lennon  saw  her  and  took 
her  into  the  Mcath  Hospital,  where  she  remained  for  some  two 
mouths,  and  for  six  months  subsequently  she  followed  his  advice 
and  took  the  medicines  he  prescribed.  She  improved  for  a  time, 
and  then  relapsed.  The  patient  attributed  her  condition  to  a 
fright  she  received  on  the  Easter  Monday  prior  to  the  onset  of 
her  symptoms,  the  fright  being  produced  by  a  car  upon  which  she 
was  driving  being  almost  upset.  From  that  day  she  felt  nervous. 
The  condition  on  admission  to  hospital  was  pretty  much  as 
described  in  the  history  she  related,  and  which  I  have  just 
detailed.  She  was  kept  quiet  in  a  private  ward  for  some  thret^ 
weeks,  and  during  this  time  her  pulse  varied  in  frequency  from 
120  to  136  beats  in  the  minute.  Belladoiuia  and  digitalis  were 
administered  during  this  period.     She  was  exceedingly  tremulous, 
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and  her  agitation  and  nervousness  were  so  pronounced  that  she 
could  scarcely  speak  intelligibly.  The  urine  contained  neither 
albumin  nor  sugar.  Operation  was  performed  on  May  7,  a  hypo- 
dermic injection  consisting  of  morphine  T^th  gr.  and  atropine 
yloth  gr.  being  given  half  an  hour  prior  to  the  administration 
of  the  anaesthetic,  which  was  chloroform.  There  was  nothing 
unusual  in  the  operation,  which  consisted  in  the  removal  of  the 
right  lobe,  which  was  greatly  enlarged,  and  with  it  almost  the 
entire  isthmus.  The  pulse  for  the  subsequent  twenty-four  hours 
varied  from  120  to  140,  and  the  temperature  rose  to  101.4°.  On 
the  second  day  the  temperature  was  normal,  and  the  pulse  fell 
to  120  again.  Convalescence  was  uneventful,  the  drainage  tube 
was  removed  on  the  third  day,  and  the  sutures  on  the  sixth  day. 
The  pulse  gradually  fell  in  frequency  until  the  tenth  day,  when 
she  left  for  the  convalescent  home.  On  this  day  I  found  the 
record  was  78  pulse  beats,  but,  on  counting  it  myself,  it  varied 
from  80  to  84  in  the  minute.  The  patient  has  since  expressed 
herself  to  me  as  feeling  better  than  she  has  felt  for  many  years. 
The  eyes  are  still  prominent,  but  much  less  so  than  they  were 
before  operation.  She  had  no  palpitations,  her  muscular  tremors 
are  gone,  and  she  is  scarcely  more  nervous  than  any  young  girl 
would  be  whilst  being  medically  examined. 

Graves'  disease,  until  comparatively  recently,  was  generally 
looked  upon  as  coming  more  witliin  the  province  of  the 
physician  than  the  surgeon.  I  need  scarcely  trouble  you 
with  a  list  of  the  drugs  usually  prescribed.  Phosphorus  is 
probably  the  best  of  them.  Naturally,  we  should  have 
expected  the  somewhat  fashionable  animal  extracts  to  have 
had  their  advocates.  Not  only  have  these  been  shown  to  be 
useless,  but  some  of  them,  such  as  thyroid  extract  and  ovarian 
preparations,  have  been  shown  to  be  positively  dangerous. 
Cases  treated  from  their  initial  stages  by  these  jireparations 
progressed  rapidly  from  bad  to  worse.  The  beneficial  effects 
ascribed  to  drugs  would  probably  be  more  correctly  attributed 
to  the  rest  in  bed  and  to  the  (|uiet  to  the  nervous  system 
generally. 
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More  recently  Lanz  endeavoured  to  neutralise  the  poison 
in  the  patients  system  by  feeding  his  patients  upon  the  milk 
of  goats  whose  thyroid  glands  had  been  previously  removed. 
He  reported  several  cures.  The  outcome  of  this  line  of 
treatment  was  the  production  for  the  market  of  a  powder 
of  milk  called  rodogen.  This  powder  supplies,  or  is 
supposed  to  supply,  the  principle  conveyed  by  the  milk  of 
the  thjrroidectomised  goats.  The  expe^ence  of  other 
observers  does  not  bear  out  the  wonderful  effects  for  these 
lines  of  treatment  claimed  by  Lanz  and  his  followers.  In  any 
case  the  treatment  is  not  curative,  but  simply  palliative. 
Professor  Schlesinger,  of  Vienna,  says  his  experience  of  the 
treatment  of  Graves'  disease  by  the  milk  of  thyroidectomised 
goats  and  by  rodogen  is  negative,  and  not  worth  further 
consideration.  The  effect  of  treatment  by  injection  of  blood 
serum  derived  from  sheep  whose  thyroid  glands  had  been 
removed  is  thought  to  be  more  beneficial. 

The  operative  treatment  of  this  strange  disease  has  under- 
gone many  transformations.  Division  of  the  isthmus  of  the 
thyroid  gland,  and  even  its  excision,  had  their  devotees  some 
years  ago.  The  operation  of  ligature  of  two  or  more  of  the 
thyroid  arteries  claimed  its  followers,  but  the  most  empirical 
of  the  operative  procedures  suggested  and  ])ractised  pretty 
extensively  by  some  surgeons  was  that  of  S}Tnpathectomy 
on  one  or  both  sides  of  the  neck.  Considering  the  conflicting 
ideas  that  ]irevailed  concerning  the  pathology  and  causation 
of  the  phenomena,  it  is  not  surprising  that  the  effects  of  these 
various  operative  procedures  were  far  from  convincing 
physicians  that  operation  provided  better  results  than  their 
electric  drug  treatment.  In  truth  the  one  seemed  just  as 
empirical  as  the  other.  Even  at  the  present  time  there  will 
be  no  difficulty  in  finding  surgeons  who  still  consider  Graves' 
disease  essentially  a  physician's  disease  so  far  as  treatment  is 
concerned.     Quite    recently    Mr.     Bony    expressed    himself 
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strongly  in  the  British  Medical  J  owned  in  that  direction. 
Considering  the  modern  ideas  respecting  the  pathology  and 
causation  of  the  phenomena  of  Graves'  disease,  Kocher,  C.  H. 
Mayo,  and  many  others,  whose  experience  is  such  as  warrants 
them  in  drawing  trustworthy  deductions  therefrom,  state 
that  thyroidectomy  in  some  form  or  other  is  the  proper  line 
of  treatment  for  this  disease.  Kocher  says,  by  taking  away 
the  diseased  gland  in  due  time,  one  can  cure  even  the  severest 
cases  of  the  disease,  as  one  thus  removes  the  source  of  the 
mischief  by  removing  the  organ  in  which  the  disease  has  its 
localisation.  When,  however,  secondary  changes  have  taken 
place  in  the  fatty  tissues  of  the  orbits  and  in  the  cardiac 
muscle,  &c.,  the  complete  re-estabhshment  to  normal  con- 
ditions is  hindered.  The  degree  of  amelioration  of  the 
symptoms,  Kocher  says,  is  in  direct  proportion  to  the  amount 
of  hypertrophied  gland  tissue  removed  or  destroyed  by  the 
operation — ^that  is  to  say,  in  direct  proportion  to  the  amount 
of  diminution  of  the  functions  of  the  gland.  The  preliminary 
treatment  consists  in  rest  in  bed  with  or  without  the  adminis- 
tration of  phosphorus  or  belladonna  for  some  time  before 
operation. 

C.  H.  Mayo  has  adopted,  as  a  preliminary  to  operation  in 
severe  cases,  a  course  of  exposure  to  X-rays,  and  in  some  such 
cases  has  had  X-rays  appUed  to  the  remaining  lobe  after 
operation,  and  apparently  with  beneficial  results. 

The  mortality  of  any  or  all  of  these  operative  procedures 
was  naturally  at  first  high,  but  surgeons  whose  experience 
is  great  in  this  branch  of  surgery  state  that  the  operative 
mortality  of  Graves*  disease  will  be  but  little  in  excess  of  that 
follo\ving  partial  thyroidectomy  for  simple  colloid  goitre, 
provided  the  operation  is  undertaken  before  the  patient's 
heart,  muscle,  and  system  generally  have  become  degenerated 
by  the  toxic  poisons  circulating  in  the  blood.  The  latest 
report  of  Kocher's  operations  to  which  I  had  access  showed 
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that  he  had  only  one  death  in  his  last  fitty-two  thyroidectomies 
for  Graves'  disease,  and  that  one  was  due  to  secondary  haemor- 
rhage— a  preventable  condition.  C.  H.  Mayo,  in  his  last 
report,  states  that  he  had  only  two  deaths  in  his  last  sixty- 
four  thyroidectomies  for  Graves'  disease.  In  considering 
the  question  of  mortality,  before  deciding  upon  operation, 
one  should  consider  whether  the  particular  case  is  one  primarily 
of  Graves'  disease,  or  whether  the  phenomena  of  Graves' 
disease  have  developed  secondarily  in  a  patient  who  had  been 
the  subject  of  an  ordinary  colloid  goitre  for  some  considerable 
time  before,  as  the  mortahty,  so  far  as  I  am  able  to  learn, 
seems  much  less  after  operation  for  secondarily  developed 
Graves'  disease,  while  the  prognosis  as  regards  complete  and 
permanent  cure  after  operation  can  be  given  with  greater 
certainty. 

The  mortahty  after  thwoidectomy  for  Graves'  disease  has 
been  attributed  to  shock,  to  a  combination  of  symptoms  to 
which  the  name  of  acute  thyroidism  has  been  apphed,  to 
acute  tetany  and  to  the  effects  of  general  anaesthesia,  as  well 
as  to  pneumonia,  sepsis  and  such  accidental  conditions.  In 
five  cases  of  death  from  acute  thyroidism  reported  by  one 
surgeon,  albuminuria  was  present  in  all  before  operation. 
The  condition  of  acute  thyroidism  has  been  attributed  to 
the  absorption  of  thyreotoxins  which  escaped  into  the  wound 
after  division  of  the  isthmus  of  the  gland,  to  the  absorption 
of  toxic  blood  serum  from  the  wound,  or  serum  containing 
thyroid  secretion  in  suspension,  or  to  rough  handhng  of  the 
gland  during  operation  forcing  a  considerable  quantity  of 
thyreotoxins  into  the  circulation. 

To  obviate  as  far  as  possible  the  risk  of  tliis  compUcation 
one  should  handle  the  gland  gently  and  expose  it  freely  before 
actually  handling  it  at  all.  Free  drainage  should  be  provided 
for  twenty-four  to  forty-eight  hours,  and  as  little  raw  gland 
surface  should  be  left  exposed  in  the  wound  as  possible.     If 


Ifi6        The  Surgical  Treatment  of  Graves'  Disease. 

there  is  anything  which  increases  absorption  in  a  wound  or 
gland  it  is  loss  of  blood  ;  consequently  one  should  endeavour 
to  prevent  this  absorption  by  introducing  a  considerable 
quantity  of  saline  solution  immediately  after  the  operation. 
Should  some  toxic  absorption  have  already  taken  place  the 
free  administration  of  saline  solution  would  dilute  the  poison 
and  at  the  same  time  stimulate  the  kidneys  to  eliminate  it 
rapidly. 

To  what  extent  the  removal  of,  or  destmction  of,  the  para- 
thyroids in  the  performance  of  thyroidectomy  for  Graves' 
disease  plays  a  part  in  the  subsequent  mortahty  is  at  present 
uncertain.  Their  removal  or  destruction  seems  to  be  account- 
able for  the  acute  tetany  which  occasionally  causes  death 
after  thyroidectomy. 

Halsted  beheves  that  the  surgery  of  Graves'  disease  centres 
in  the  problepa  of  removing  the  greater  portion  of  the  thjrroid 
gland  without  sacrifice  of  the  parathyroid  glandules.  This 
can  be  done  by  following  the  technique  recently  described  by 
C.  H.  Mayo.  It  consists  in  peeling  the  posterior  capsule  off 
the  lateral  lobe  during  its  removal,  tluis  leaving  that  portion 
of  capsule  with  the  parathyroids  on  its  posterior  asj^ect  intact. 

As  medical  treatment  is  generally  considered  useless,  and 
as  surgical  treatment  is  shown  to  be  curative  by  men  of 
experience  such  as  Kocher  and  C.  H.  Mayo  in  early  cases, 
and  of  pronounced  benefit  even  in  advanced  cases,  surely  it 
is  not  asking  too  much  of  physicians  who  see  these  cases  first 
to  ask  them  to  try  the  effects  of  surgical  interference  more 
frequently  than  they  have  hitherto  done,  and  at  an  early 
period  in  the  course  of  tli(>  disease. 


TWO  CASES  OF  TUBERCULAR  JOINT  DISEASE 
TREATED   BY  DENYS"    TUBERCULIN. 

By  FRANK  J.  DUNNE,  M.B.,  R.U.I. ; 

Physician   to  the   South   Dublin   Union   Infirmary. 

[Read  in  the  Section  of  Surgery,  March  27,  1908.] 

Case  I. — T.  W.,  aged  thirty-nine.  Both  parents  died  of  phthisis. 
Five  brothers  and  sLx  sisters  died  under  two  years  of  age.  Served 
twelve  and  a  half  years  in  army.  No  specific  history.  Moderate 
drinker.  About  five  years  ago  he  noticed  right  ankle  swollen  ; 
it  was  painfiil  on  exertion  ;  he  had  difficulty  in  getting  on  a  boot. 
Some  nine  months  later  it  commenced  to  discharge,  and  disease 
soon  spread  all  round  the  lower  third  of  leg.  He  was  admitted 
to  the  South  DubUn  Union  Infirmary  on  August  28,  1904.  He 
was  treated  for  tubercular  idcer  of  the  leg  and  ankle.  No  opera- 
tive measures  were  adopted,  and  the  ulcer  nearly  healed  on  two 
occasions.  The  patient  came  under  my  care  in  October,  1906. 
At  this  time  the  ulcer  was  very  unhealthy-looking,  with  a  profuse 
sanioiis  discharge;  it  extended  around  the  leg, and  was  superficial, 
except  in  two  places.  There  was  an  abscess  on  left  arm  about 
two  inches  above  the  outer  condyle  ;  two  sinuses  then  made  their 
appearance,  and  a  little  later  the  shaft  of  the  ulna  was  affected. 
A  swelUng  next  appeared  about  four  inches  above  iimer  condyle 
of  right  arm.  The  sinuses  in  the  left  arm  were  discharging  freely 
when  I  commenced  tuberculin  injections  on  January    21,  1907. 

The  temperature  at  this  time  ranged  from  100.4°  to  99.2°. 
For  three  and  a  lialf  months  the  only  change  observed  in  tne 
temperature  was  that  at  some  part  of  the  day  it  fell  to  98°.  Three 
times  it  rose  to  101°,  but  only  once  within  forty-eight  houre 
after  an  injection,  and  this  was  the  only  occasion  on  which  there 
was  a  rise  after  an  injection.  From  May  12  the  temperature 
was  rarely  over  99°,  and  since  October  16  the  temperature  has 
only  twice  reached  99°,  the  range  being  from  97°  to  98.4°. 

The  discharge  from  the  sinuses  usually  increased  after  each 
injection,  and  for  about  a  month  the  right  arm  got  steadily  worse 
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in  fact,  many  times  during  these  three  and  a  half  months  I  asked 
myself  whether  I  should  not  scrape.  About  May  12  a  general 
improvement  set  in,  the  discharge  decreased,  and  the  ulcer  and 
sinuses  gradually  healed,  the  last  sinus  being  completely  closed 
early  in  September,  1907.  I  gave  fifty-three  injections  in  this 
case. 

The  X-ray  photographs  show  how  difficult  any  surgical 
procedure  would  have  been  in  such  extensive  disease.  This 
patient's  weight  when  I  commenced  treatment  was 
8st.  13Jlbs.  ;  it  has  been  for  the  past  three  months  lOst.  9flbs. 
He  has  been  doing  active  work  in  the  wards,  gardening.  &c., 
and  can  play  a  good  game  of  handball  for  the  past  six  months. 

The  X-ray  photographs  show  some  thinning  of  upper  third 
of  fibula  and  very  extensive  "  matting  "  of  the  tarsal  bones  ; 
in  fact  there  are  only  very  faint  indications  of  separation 
between  the  individual  bones  of  the  tarsus  or  between  the 
bases  of  the  metatarsal  bones.  In  the  case  of  the  arm  there 
is  also  considerable  thinning  of  the  upper  third  of  the  radius, 
the  outer  edge  standing  out  as  a  sharp,  clear  line,  the  inner 
margin  for  about  three  inches  below  the  tubercle  being  clear, 
but  not  so  sharp,  as  the  outer  border,  while  the  shaft  between 
is  thin  and  indefinite. 

It  is  surprising  what  good  movement  there  is  in  the  ankle- 
joint  considering  the  extent  of  the  disease,  and  the  man  walks 
or  runs  without  any  trace  of  lameness. 

Case  II. — M.  S.,  aged  twenty  years.  About  six  years  ago  got 
a  fall  on  elbow,  and  her  "  elbow  was  out "  for  one  month.  No 
tubercular  history.  In  March,  1905,  complained  of  pain  in  right 
arm  above  elbow  ;  this  Ix'came  swollen,  and  in  May  an  abscess 
formed.  Shortly  after  this  pain  was  felt  in  right  wrist.  In 
August  this  commenced  to  discharge.^  In  October  the  wrist 
abscess  was  opened  in  the  Dispensary  of  Sir  Patrick  Dun's  Hospital. 
In  November,  1905,  felt  pains  in  botii  feet,  and  had  dinirulty  in 
walking.  A  month  later  abscesses  formed  in  both  feet.  In 
January,  1906,  she  was  admitted  to  Sir  Patrick    Dun's  Hospital 
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where  the  abscesses  were  opened  and  bones  scraped.  Only 
temporary  relief  was  obtained,  and  she  left  hospital  for  the 
Convalescent  Home  on  Jnne  29,  1906,  with  wrist  and  both  feet 
discharging.  Her  general  health  improved,  but  discharges 
continued.  After  her  return  to  hospital  she  went  to  Stillorgan 
for  a  month,  and  lost  five  pounds  in  weight. 

In  October,  1906,  she  went  to  St.  Vincent's  Hospital,  where 
she  was  told  she  was  too  far  gone  for  an  operation. 

She  was  admitted  to  the  South  Dublin  Union  Infirmary  in 
October,  1906,  and  came  under  my  care  on  December  16.  At 
this  time  every  sinus  was  pouring  out  matter,  the  left  foot  in 
particular  ha\'ing  a  most  offensive  discharge.  The  girl  was 
extremely  wasted.  Temperature  100°  to  102° ;  pulse  100 ; 
weight  6st.  3 lbs.  It  was  only  after  considerable  hesitation 
that  I  made  up  my  mind  to  treat  such  a  case,  and  I  had  no  hope  of 
a  successful  termination.  I  told  the  girl  I  considered  her  case 
hopeless.  I  commenced  treatment  on  December  20,  1906,  by 
an  injection  of  .5cc.  of  -fg-^o  Denys'  tubercuHn.  In  the  whole 
course  of  her  treatment,  lasting  sixteen  months,  an  injection 
every  six  days,  with  an  occasional  seven  or  eight  day  interval, 
was  given  for  the  first  ten  months,  and  during  this  period  there 
were  only  five  temperature  reactions — namel}-,  January  5  and  23, 
101°  ;  January  26,  101.4°  ;  March  1,  99.4° ;  March  6,  101°.  Since 
then,  over  a  twelvemonth,  the  girl's  temperature  has  never  been 
above  normal.  The  mjections  of  the  first  three  months  had  all 
a  decided  local  reaction,  causing  some  pain,  heat  and  increased 
discharge,  this  very  soon  ceased  in  the  case  of  the  elbow  and  wrist, 
and  in  the  left  foot  healing  commenced  early  in  March,  or  about 
ten  weeks  after  the  first  injection.  The  dorsum  of  the  right 
foot  showed  Httle  sign  of  improvement  until  treatment  had  con- 
tinued for  over  four  months.  The  last  sign  of  discharge  from  any 
of  the  ten  or  eleven  sinuses  was  Jime  10,  1907.  just  over  six  months 
from  the  commencement.  I  continued  treatment  at  longer 
intervals  up  to  the  end  of  the  year. 

The  Present  Condition : — There  is  a  healed  sinus  adherent  to 
the  bone  on  the  outer  side  of  the  middle  of  the  forearm,  and  also 
one  inch  above  the  inner  condyle  of  the  right  arm.  The  humerus 
is  certainly  thinner  on  this  side.  The  marks  on  the  dorsum  of 
the  right  foot  and  at  the  base  of  the  first   metatarsal  and  outer 
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side  of  OS  calcis  show  how  extensive  the  disease  had  been.      The 
girl  can  walk  perfectly,  and  can  dance  without  fatigue. 

Weight— DecQmhGX,  1906,  6st.  3lbs. ;  June,  1907,  8st.  ;  Decem- 
ber, 1907,  8st.  4lbs.  ;  and  March  26,  1908,  9st.  9ilbs. 

The  X-ray  photographs  in  this  case  show  extensive  disease 
in  the  right  carpus,  with  general  ""  matting  "  and  pulping  of 
the  carpal  bones  ;  the  styloid  process  of  both  ulna  and  radius 
have  completely  disappeared ;  the  articular  surface  between 
radius  and  semilunar  is  fairly  distinct,  but  all  the  other  articu- 
lations are  fused  together.  The  tarsal  articulations  also  show 
extensive  disease,  the  left  ankle  in  particular  being  very  little 
the  better  than  previous  case. 

A  very  interesting  point  about  these  two  cases  is  the  exten- 
sive range  of  movement  preserved  after  such  extensive  disease, 
and  there  is  no  doubt  such  could  not  be  the  case  after  any 
ordinary  surgical  procedure. 

As  regards  the  effect  of  the  tuberculin  treatment  on  the 
two  cases  I  have  brought  before  you,  perhaps  you  mil  allow 
me  to  quote  a  passage  from  "  Three  Sermons  on  Christian 
Reunion,"  by  the  Rev.  William  Dclany,  LL.D.  : — "  Disease 
may  be  dealt  with  in  two  ways  :  One — slow,  indirect  and 
inefiectual — by  treating  locally  each  outward  symptom, 
leaving  the  root  of  the  evil  untouched ;  the  other — rapid, 
radical  and  complete — going  at  once  to  the  source  of  the 
disease  and  eliminating  it  from  the  system,  when  the  local 
symptoms  disappear  of  themselves."  This  is  not  from  a 
medical  text-book,  but  it  would,  I  believe,  be  difficult  to  find 
a  better  summary  of  the  effect  of  tuberculin  on  these  cases." 


The  Chairman  .said  his  jjracticf  lia<l  boon  confinod  to  Koch's 
tuborrulin.  T.  R.  Doiiys'  tulxrculiii  nppt>aro(l  to  be  a  very 
fffortivo  preparation,  iiiid  he  would  liko  to  know  some  details  as 
to  tin-  method  and  llit  indications  as  to  dosape. 
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Mr.  Lentaigne  said  it  was  a  mistake  to  think  that  tuberculosis 
had  not  been  cured  in  the  past.  He  had  seen  numbers  of  cases 
that  had  got  well  of  themselves.  Recently  he  had  had  a  large 
number  of  cases  of  complete  cure,  the  time  of  which  was  measured 
by  months,  not  by  years,  as  in  the  cases  exhibited.  While 
expressing  his  appreciation  of  the  good  work  done  by  Dr.  Dunne, 
still  he  believed  that  the  results  would  have  been  more  quickly 
attained  by  surgical  assistance.  He  himself  was  assisting  surgical 
treatment  by  tuberculin,  and  he  had  ioxmd  that  Koch's  tuberculin 
had  not  to  be  given  so  often  as  Denys'.  Perfect  cure  had  been 
obtained  by  gauging  the  injections  by  the  opsonic  index,  but  it 
was  a  difficult  method,  and  he  had  seen  no  increased  negative 
phase  produced  by  calculating  in  a  rough  way  the  time  of  the 
negative  phase  of  the  previous  injection.  If  the  disease  was 
found  to  persist  or  recur — and  no  one  could  say  that  the  cases 
exhibited  would  not  recur — they  should  look  to  the  surroundings 
of  the  patient,  as  the  question  of  environment  was  of  great 
importance 

Professor  McWeeney  said  the  method  for  obtaining  Denys' 
and  Koch's  tuberculin  was  the  same  up  to  a  certain  stage.  Both 
grew  the  tubercle  bacillus  on  the  surface  of  a  broth  containing 
five  per  cent,  of  glycerine,  and  filtered  ofi  the  bacilli.  But 
Koch's  method  from  that  point  consisted  in  evaporating  the 
liquor  of  the  culture  to  one-fifth  of  its  original  bulk,  while  Denys' 
used  it  without  reducing  it  in  volume.  The  difference,  then,  was 
that  Denys'  contained  presumably  toxic  and  presumably  tliera- 
peutic  materials  which  were  easily  destructible  ;  these  would  be 
destroyed  by  boiling,  in  Koch's.  The  latter  was  more  con- 
centrated than  Denys,  but  he  was  not  aware  of  any  difference  in 
the  dosage.  Nowadays  the  tendency  was  to  have  a  small 
dosage,  and  to  avoid  producing  a  reaction  in  a  rise  of  temperature  ; 
in  Koch's  old  system  a  rise  was  considered  necessary.  He  had 
lately  been  working  with  tuberculin  in  ophthalmo-reaction.  He 
used  Koch's  old  tuberculin  diluted  to  the  strength  of  two  per  cent. 
This  provided  material  for  hundreds  of  patients  at  a  cost  of  8s.  6d. 
One  drop  produced  the  desired  result.  Contemporaneously  with 
this  he  used  the  cutaneous  reaction  by  inoculating  both  arms,  the 
right  with  a  drop  of  twenty-five  per  cent,  of  the  old  tuberculin  and 
the  left  with  three  per  cent,  boric-acid  solution.     In  a  couple  of 
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cases  he  thought  he  noticed  a  marked  therapeutic  result  from  the 
method  in  the  absorption  of  a  pleural  effusion,  and  in  two  other 
cases  there  was  a  distinct  improvement  in  the  symptoms.  As  the 
result  of  his  experience  of  the  opsonic  index,  he  stated  deliberately 
that,  in  his  hands  at  least,  he  had  never  been  able  to  convince 
himself  that  the  errors  of  experiment  did  not  outweigh  the  very 
slight  differences  from  the  normal  obtained  by  means  of  the 
method,  and  he  did  not  think  he  would  attach  any  importance  to 
opsonic  indices  obtained  otherwise  than  by  Wright  himself,  his 
immediate  assistants,  or  those  who  worked  for  a  prolonged  period 
under  his  immediate  supervision.  He  had  treated  a  few  cases  in 
private  for  tubercular  glands  in  the  neck,  and  he  did  so  deliberately 
without  the  opsonic  index.  After  the  injections  of  bacillary 
emulsion  the  glands  had  a  tendency  to  swell,  and  afterwards 
they  rapidly  underwent  diminution,  and  practically  disappeared, 
although  he  would  not  say  that  the  patients  were  absolutely 
cured,  as  in  some  cases  it  tended  to  come  up  again. 

Mr.  M'Ardle  said  that,  while  the  theory  with  regard  to  the 
influence  of  tuberculin  might  be  discussed  by  scientists,  it  was 
their  duty,  as  practising  surgeons,  to  take  heed  of  what  really 
happened.  It  would  be  impossible  to  carry  out  the  serum  treat- 
ment in  many  cases  if  they  were  obliged  to  have  some  one  capable 
of  taking  the  index  at  their  elbow  all  the  time.  The  treatment 
of  the  cases  before  them  had  been  carried  on  in  what  might  be 
called  a  haphazard  way,  but  he  had  seen  cases  where,  with  the 
persistent  employment  of  tuberculin,  the  patient  rapidly  put  on 
flesh.  He  had  seen  laparotomies,  for  instance,  carried  out  \nthout 
beneficial  effect,  and  after  the  injection  of  tuberculin  the  patients 
recovered,  and  were  now  quite  well.  He  had  seen  a  vast  improve- 
ment in  some  of  Dr.  Dunne's  cases — cases  which  were  apparently 
hopeless — under  the  influence  of  tuberculin.  But  while  tuberculin 
exerted  a  beneficial  influence  in  such  cases  it  exerted  no  influence, 
but  a  harmful  one,  once  abscess  formation  had  occurred. 

Dr.  Dunne,  in  reply,  said  he  had  no  hope  of  being  able  to  use 
the  opsonic  index,  as  he  had  too  many  patients,  and  too  little 
assistance,  to  be  able  to  do  so.  He  was  guided,  as  to  the  dosage, 
by  the  effect  of  the  iiijcrtion  on  the  patient.  That  might  bo  a 
temperature  or  a  local  reaction,  but  as  much  as  possible  he  avoided 
a  temperature  reaction.    If  there  was  marked  reaction  he  either 
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left  a  longer  interval  or  reduced  the  dose.  He  quite  agreed  that 
operative  treatment  would,  in  some  cases,  materially  hasten 
recovery.  He  had  about  ninety  cases  under  tuberculin  treatment, 
and  he  found  that  he  got  the  best  results  with  small  doses  at 
short  intervals.  After  three  and  a  half  years  using  tuberculin 
he  was  firmly  convinced  that,  as  far  as  their  present  knowledge 
went,  there  was  no  treatment  anything  like  equal  to  it  for  tubercu- 
lous afiections,  no  matter  where  situated. 


I 


THE  DIAGNOSIS  OF  IMPACTED  CALCULUS  IN  THE 

URETER. 

By  C.  ARTHUR  BALL,  M.D.,  F.R.C.S.  ; 

Surgeon   to   Sir   Patrick   Dun's    Hospital. 

[Rear!    in   the   Section   of   Surgery,    March   27,  1908.] 

The  diagnosis  of  impacted  stone  in  the  ureter  presents  many 
difficulties.  According  to  Hurry  FenAvick  : — "  Before  the 
routine  employment  of  expert  radiography  in  cases  of  renal 
pain  the  diagnosis  of  stone  in  the  kidney  and  ureter  was 
merely  speculative.  The  cUnician  was  rarely  certain  as  to 
whether  a  stone  was  present  or  not,  or  if  he  was  assured  in  his 
own  mind  that  a  calculus  did  exist  he  could  not  say  whether 
it  was  imprisoned  in  the  kidney  or  whether  it  had  passed  into 
and  become  arrested  in  the  ureter,  so  similar  are  the  symptoms 
of  stone  in  either  position.  The  surgeon  was  forced,  therefore, 
to  explore  first  the  kidney  and  then  the  ureter  before  he  could 
declare  the  patient  free  from  stone." 

In  the  British  Medical  Journal  of  June  17,  190;"),  Fenwick 
gives  the  following  three  great  features  of  ureteric  stone 
shadows — they  are  in  the  line  of  the  ureter  ;  their  outlines 
are  sharp  ;  and  their  shapes  are  more  or  less  oval.  He  also 
draws  attention  to  the  value  of  a  shadowgraph  ureteric  bougie 
in  the  precise  surgery  of  renal  calculus. 

The  case  I  wish  to  record  is  one  in  which  an  erroneous 
diagnosis  of  impacted  calculus  in  the  ureter  was  made  in  spite 
of  the  assistance  of  an  excellent  radiogram  taken  with  a 
shadowgraph  bougie  in  situ. 

A  mail,  ii;^ed  twenty-six,  was  admitted  to  Sir  Patrick  Duns 
Hospital  on  January  18,  1908,  suffering  from  two  fistuhu  in  the 
ri<,'ht  flank,  from  which  urine  flowed  continuously. 

Previous  llislnnj. — lit-  stated  that  lie  had  been  operated  on  in 
another  hospital  about  six  months  previously,  and  that  four 
stono.^  had  biicii  rfinovcd  from  his  kidiiev,  one  about  the  size  of  a 
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damson,  and  three  smaller  ones.  Since  the  operation  urine  had 
flowed  continuously  from  the  wound,  which  had  never  com- 
pletely healed.  He  complained  that  he  passed  very  little  urine, 
and  that  more  came  through  the  fistula  in  his  side  than  through 
the  bladder.  The  pain  he  had  suffered  from  had  been  relieved  by 
the  removal  of  the  stones. 

Examination. — An  oblique  scar  was  found  in  the  lumbar  region 
from  two  small  openings  in  which  urine  came  in  drops.  The 
bladder  was  examined  with  the  cystoscope.  The  right  ureteral 
orifice  appeared  small  and  almost  obliterated ;  no  movement  or 
efflux  of  urine  was  observed.  Urine  was  seen  flowing  freely 
from  the  left  ureter. 

Diagnosis. — The  possibility  of  obstruction  of  the  right  ureter 
by  a  calculus  naturally  suggested  itself,  and  Dr.  Watson  kindly 
took  a  radiogram  of  the  patient.  A  small  oval  shadow  was  found 
in  the  line  of  the  ureter  just  at  the  upper  part  of  the  sacro-iliac 
articulation,  and  this  was  confirmed  by  a  second  radiogram  a 
few  days  later.  The  diagnosis  of  an  impacted  stone  in  the  ureter 
now  seemed  clear.  Theie  was  obstruction  of  the  ureter,  and 
the  X-rays  showed  a  suitable  shadow  in  the  right  place.  But  in 
order  to  exclude  the  possibihty  of  the  shadow  being  due  to  a 
calcified  lymph  gland  or  other  cause  outside  the  ureter,  I  thought 
it  advisable  to  pass  a  bougie  opaque  to  the  X-rays  up  the 
right  ureter  to  prove  that  the  shadow  was  in  the  exact  line  of  the 
ureter.  This  was  done  under  cocain,  and  I  was  rather  surprised 
that  the  bougie  passed  easily  without  causing  the  slightest  pain 
until  it  reached  the  kidney,  when  the  patient  said  he  felt  a  slight 
pain  like  the  old  pain  he  had  suffered  from  before  the  stones  were 
removed  from  his  kidney.  Another  radiogiam  was  then  taken, 
and  it  was  found  that  the  shadow  cast  by  the  supposed  stone 
lay  exactly  in  the  line  of  the  ureter. 

Operation. — The  ureter  was  exposed  by  an  iliac  extraperitoneal 
incision.  It  appeared  dilated  down  to  the  place  where  the  shadow 
had  been  locahsed,  but  no  stone  could  be  felt.  Thinking  the 
stone  might  have  moved  dming  the  necessary  manipulations, 
the  ureter  was  opened  and  explored,  a  sinus  forceps  being  passed 
up  to  the  kidney  and  a  large  probe  downwards  into  the  bladder, 
without  finding  a  stone.  The  ureter  was  sutured  and  the  wound 
closed,  a  cystoscope  was  then  passed,  as  it  was  thought  the  stone 
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might  have  entered  the  bladder  ;  there  was  no  stone  in  the  bladder. 
Apparently  the  only  solution  now  left  was  that  the  stone  might 
have  been  assisted  out  of  the  ureter  by  the  passage  and  with- 
drawal of  the  bougie,  and  escaped  from  the  bladder  while  the 
urethra  was  still  cocainised,  and  lost  while  the  man  was  walking 
back  to  bed. 

The  mystery  was  not  solved  until  another  radiogram  was 
taken  a  week  after  the  operation,  and  the  shadow  found  still 
present  exactly  in  the  same  place,  proving  that  it  was  due  to 
some  other  cause  besides  a  calculus  in  the  ureter.  What  the 
shadow  is  due  to  I  am  not  prepared  to  say  ;  there  were  several 
enlarged  glands  in  the  region  of  the  ureter,  but  they  all  felt  soft 
and  not  calcified.  An  atheromatous  patch  in  one  of  the  vessels 
might  explain  the  case,  but  the  shadow  is  rather  large,  and  the 
patient  is  young  for  this. 

After  History. — This  has  been  satisfactory,  the  patient  being 
the  only  one  not  disappointed  by  the  operation.  The  dilatation 
of  the  ureter  with  cauterisation  of  the  fistulce  resulted  in  an 
immediate  increase  in  the  amount  of  urine  passed  by  the  urethra 
and  a  gradual  diminution  of  the  leak. 

The  mistake  made  in  this  case  could,  I  think,  have  been 
avoided  by  means  of  a  stereoscopic  radiogram,  and  in  future 
I  intend  to  have  this  done  in  all  cases  of  supposed  calculus  in 
the  ureter. 

In  conclusion  I  wish  to  express  my  thanks  to  Dr.  Watson, 
Radiographer  to  Sir  Patrick  Dun's  Hospital,  for  his  skill  and 
trouble  in  taking  several  radiograms  of  the  case. 


Mr.  M'Ardle  said  they  were  accustomed  to  hciir  only  of 
successes  in  the  statistics  of  surgery  generally,  but  Mr.  Ball  had 
followed  the  line  taken  by  those  who  had  placed  surgery  on  a 
firm  footing.  The  case  was  one  of  exceeding  diflieulty ;  the 
examination  was  carried  out  with  extreme  care,  and  the  only 
thing  in  doubt  was  the  "  spot  on  the  sun,"  which  it  would  require 
time  to  determine.  The  paper  was  an  exposition  of  the  dangers  of 
jumping  at  conclusions  with  regard  to  urinary  troubles. 

Mr.  Wueeler  aaid  the  case  had  been  formerly  in  his  hands. 
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and  two  X-ray  photographs  verified  the  diagiiosis  of  renal  calculus. 
After  the  stones  were  removed  a  catheter  was  passed  into  the 
bladder,  and  every  care  was  taken  to  see  that  no  calculus  remained 
in  the  ureter.  The  urinary  fistula  gave  him  trouble,  which  he  put 
down  to  using  silk  in  order  to  get  a  firmer  cicatrix  and  pievent 
a  lumbar  hernia  ;  but  the  silk  became  infected,  and  bits  came 
away.  The  shadow  in  Mr.  Ball's  skiagraph  had  developed  .since 
the  man  was  under  his  care. 

Dr.  Har\t:y  said  the  diagnosis  was  a  very  natural  one,  but, 
since  the  result  was  not  what  was  anticipated,  it  would  be  interest- 
ing to  see  in  what  way  the  diagnosis  could  have  been  avoided. 
The  shadow  on  the  photograph  was  evidently  some  substance 
which  was  denser  in  the  centre  than  at  the  periphery  ;  that  was 
not  generally  the  case  in  ureteral  stone,  nor  was  it  oval.  He  under- 
stood that  no  urine  was  passing  from  the  ureter,  and  in  passing 
the  ureteral  catheter  it  would  appear  to  him  natural  to  expect 
the  catheter  to  be  stopped  liy  the  stone.  In  the  photographs 
they  got  the  superposition  of  a  great  number  of  parts  of  the  body. 
In  the  position  taken  the  appendix  shadow  occurred  rather  lower 
down,  but  it  was  just  possible  that  the  shadow  might  be  a  condi- 
tion of  the  appendix,  and  the  point  might  be  cleared  up  by  stereo- 
scopic photographs. 

Dr.  Lane  Joynt  mentioned  a  case  in  which  a  shadow  appeared 
in  the  neighbourhood  of  the  base  of  the  lung,  and  could  not  be 
explained,  as  the  patient  had  no  evidence  of  any  lung  trouble  or 
history  of  old  phthisis.  Ultimately  a  diagnosis  was  made  of 
calcification  of  the  pleura.  He  quoted  also  a  case  of  deformed 
elbow — from  an  injury  twenty-five  years  previously — in  which  a 
soft  mass,  like  a  hernia  of  the  muscles  round  the  forearm,  gave  a 
dense  shadow  like  iodoform,  though  there  was  no  history  of  anv 
such  drug  having  been  used  in  the  treatment. 

Mr.  Gunx  said  the  line  of  the  ureter  varied  a  good  deal,  and  it 
was  difficult  to  conclude  whether  the  shadow  was  really  in  the 
line  of  the  ureter  or  not. 

Mr.  Ball,  in  reply,  said  the  stone  might  not  cause  obstruction 
to  the  passage  of  the  bougie,  as  it  might  act  as  a  kind  of  ball- valve, 
and  might  be  pushed  upwards  into  the  dilated  ureter.  There  were 
no  symptoms  connected  with  the  appendix.  He  would  try  and 
get  a  stereoscopic  photograph. 
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Friday,  November  1,  1907. 

The  President  in  the  Chair. 

Some  Unusual  Abdominal  Cases. 
Mr.  Graves  Stoker  read  a  paper  in  which  he  gave  the  cHnical 
history  of  a  number  of  interesting  abdominal  cases.  In  one  of 
these  a  woman,  who  had  sufiered  for  a  number  of  vears  from 
ahnost  incessant  vomiting  and  extreme  emaciation,  and  who  had 
been  ( onsidered  by  a  late  distinguished  Dublin  surgeon  to  be  the 
subject  of  mahgnant  disease  of  the  stomach,  obtained  complete 
relief  from  her  symptoms  after  an  exploratory  laparotomy  in 
which  the  stomach  was  found  to  be  quite  normal.  In  another 
case,  apparently  of  hydronephrosis,  the  patient,  a  wuman,  had 
the  power  of  emptying  the  sac,  the  capacity  of  which  was  several 
pints,  more  or  less  at  will. 

Mr.  Wheeler  said  all  the  cases  showed  points  of  interest, 
and  spoke  with  approval  of  the  results  obtained  through  the 
adoption  of  the  method  of  continual  sahne  injection  as  practised 
by  Murphy,  of  Chicago.  The  theory  advanced  by  Murphy  to 
■explain  the  great  improvement  in  his  results  was  that  the 
iymplialic  circulation  in  the  abdomen  was  reversed,  and  the 
SdUnc  ])ouring  in  ])rcveiited  the  toxins  of  pus  going  the  other  way. 

A  Case  of  Liyalure  of  (he  Innominate  Artery. 
Sir  Thomas  Myles  read  a  comnnmication  on  this  subject.  In 
the  course  of  his  extrenudy  interesting  paper  he  described  the 
.symptoms  and  signs  presented  by  a  male  patient,  aged  twenty- 
nine  years,  who  suffered  from  a  right  subclavian  aneurysm.  He 
gave  the  reasons  why  he  was  led  to  reject  treatment  by  Symc's 
method  of  opening  the  sac,  followed  by  ligature  of  the  artery  on 
the  proximal  and  distal  sides,  and  also  the  treatment  by  distal 
ligature  alone  in  favour  of  ligature  of  the  innominate  artery. 
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The  chief  of  these  reasons  was  that  the  most  frequent  cause  oi 
faihire  in  previous  attempts — namely,  secondary  hsemorrhage  in- 
duced by  sepsis — could  now  almost  certainly  be  prevented.  Most 
of  these  operations  had  been  carried  out  in  the  pre-antiseptic  era, 
while  Mr.  Coppinger's  case,  which  was  brilliantly  successful,  was 
performed  with  strict  antiseptic  precautions.  He  then  discussed 
the  methods  of  approach  to  the  artery,  finally  selecting  a  median 
incision  in  the  lower  part  of  the  neck,  the  ligature  being  accom- 
])lished  without  either  division  of  the  sterno-mastoid,  or  resection 
of  the  inner  end  of  the  clavicle,  or  trephining  the  sternum.  In 
addition  to  securing  the  innominate  he  placed  a  double  ligature 
on  the  right  common  carotid  dividing  the  artery  between.  He 
expressed  the  opinion  that  in  carrying  out  this  step  he  left  too 
short  a  distance  between  the  two  ligatures,  and  that  to  this  the 
failure  of  the  operation  was  due.  He  then  detailed  the  subsequent 
progress  of  the  case,  which  was  at  first  very  favoui-able.  The 
wound  healed  by  the  first  intention,  the  pain  caused  by  the 
aneurysm  disappeared,  and  the  patient  felt  very  well.  The 
pulsation  in  the  aneurysm,  however,  persisted.  About  ten  days 
after  the  operation  a  large  subcutaneous  htemorrhage  occurred, 
n^hich  was  treated  by  reopening  the  wound  and  securing  the 
bleeding  vessel,  which  could  not  be  identified.  Subsequent 
haemorrhages,  however, took  place  necessitating  further  operations, 
which  for  a  time  checked  the  bleeding.  The  wound  now  began 
to  suppurate,  the  hemorrhages  continued  to  take  place,  and, 
finally,  the  patient  died  about  a  month  after  the  first  operation. 
The  post-morlcin  examination  showed  that  the  source  of  htemor- 
rhage  was  the  carotid  artery  from  which  one  of  the  ligatures  had 
slipped. 

Mr.  William  Taylor  said  there  were,  after  all,  only  two 
reasons  why  success  should  not  attend  the  effort  to  ligature  the 
innominate  artery — first,  failure  in  the  establishment  of  the 
anastomotic  circulation  of  the  brain  ;  and,  second,  sepsis.  One 
ought  to  be  able  to  control  the  latter,  and,  therefore,  should  be 
able  to  control  the  secondary  hirmorrhage.  Yet  they  all  knew 
how  possible  it  was  for  some  septic  infection  to  creep  in,  and  in 
Sir  Thomas  Myles's  case  it  was  just  possible  that  there  may  have 
been  some  source  of  infection  in  the  bottom  of  the  wound  in  the 
deep  structures.  Barwell  had  drawn  attention  to  the  fact  that 
death   in   such   cases   almost    invariablv   arose   from   secondurv 
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haemorrhage,  and  had  stated  that  if  ever  he  came  to  Ugature  the 
innominate  artery  he  would  ligature  the  vertebral  artery  as  well 
as  the  innominate  and  carotid. 

Sir  Thomas  Myles,  in  replying,  stated  his  belief  that  the  cause 
of  failure  was  that  the  ligature  on  the  common  carotid  had  slipped. 


Friday,  November  29,  1907. 
Mr.  E.  H.  Taylor  in  the  Chair. 

Intra  meningeal  Ilamorrhage. 

Mr.  K.  Atkinson  Stoney  presented  a  patient  whom  he  had 
trephined  for  intrameningeal  hfrmorrhage.  The  following  were 
the  notes  of  the  case  : — Patient,  L.  M.,  aged  forty-four,  admitted 
to  the  Royal  City  of  Dublin  Hospital  on  Tuesday,  September  3. 
1907.  History  of  falling  on  back  of  head  in  street  while  drunk 
the  previous  Saturday ;  he  seemed  none  the  worse  at  the  time. 
On  Sunday  evening  began  to  get  drowsy  and  stupid  ;  this  condi- 
tion was  increased  on  Monday.  On  admission  he  was  dazed  and 
stupid  ;  he  could  not  speak  properly  ;  started  to  answer  a  question, 
and  then  began  to  talk  nonsense  ;  pupils  were  equal,  contracting 
to  light ;  pulse,  65-70  ;  temperature,  99°  :  very  restless  :  no  mark 
of  injury  ;  complained  of  pain  in  right  occipital  region  ;  reflexes 
normal.  On  Thursday  patient  seemed  better  ;  speaking  more 
distinctly  ;  still  very  restless.  Continued  to  improve  till  Tuesday. 
lOth,  when  he  began  to  get  drowsy  and  stupid  again.  He  was 
worse  on  Wednesday.  On  Thursday  morning  quite  unconscious  ; 
pulse  over  100 ;  colour  somewhat  blue  ;  pupils  equal,  very 
sluggish.  In  the  middle  of  day  pupils  very  small,  equal,  not 
reacting  ;  pulse  over  120  and  very  weak  ;  moving  all  his  limbs  ; 
knee-jerks  absent  ;  liabinski's  sign  present  on  both  sides  ;  saw 
patient  twitch  right  arm  once  ;  did  a  lumbar  puncture,  and  drew 
off  a  test-tube  full  of  clear  fluid  ;  slightly  relieved  by  this,  for 
about  half  un  hour,  then  got  worse  again.  Trephined  over  left 
parietal  eminence  ;  dura  nmter  bulging,  dark  blue,  and  not  pulsat- 
ing ;  on  opening  it  found  a  thin  layer  of  clot  and  dark  (luid  blood  ; 
tovdd  not  feel  any  hu  eration  or  fracture,  though  felt  both  petrous 
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portion  of  te)n])oral  bone  and  orbital  plate  of  frontal.  At  end 
of  operation  pupils  were  larger,  reacting  to  light,  and  brain 
pulsating  ;  pulse,  however,  was  bad,  but  improved  after  infusion 
of  three  and  a  half  pints  of  saline  solution  ;  patient  was  better  in 
the  evening  ;  swallowed  a  few  mouthfuls  of  milk  with  difficulty. 
On  the  next  day  (Friday)  pupils  were  reacting  ;  complete  paralysis 
of  right  arm  was  found  ;  knee-jerks  absent ;  plantar  reflexes 
normal ;  pulse  varying  from  100  to  120.  On  Saturday,  very  bad 
iji  early  morning  :  at  1  30  pulse  was  140  and  very  weak  :  bad 
colour ;  respirations  rapid ;  dressed  the  case ;  flap  was  very 
prominent,  not  pulsating  ;  on  taking  down  the  flap,  found  no 
clot,  but  brain  was  prominent  and  not  pulsating  ;  vessels  were 
congested  ;  put  a  needle  about  two  inches  into  brain  and  drew 
off  test-tube  full  of  clear  fluid  under  considerable  tension  ;  brain 
receded  somewhat  and  pulsated  feebly ;  eyes  reacted  better  ; 
pulse  and  colour  were  better.  When  dressed  next  day,  flap  not 
so  prominent ;  appeared  slightly  conscious  ;  recognised  wife  and 
brother.  Gradually  improved,  and  began  to  use  right  hand  on 
Tuesday.  On  following  Sunday  a  note  to  say  can  use  right  arm 
well.  At  present  patient  appears  in  perfect  health ;  normal 
movement  of  arm  ;  but  some  difficulty  in  ])ronouncing  some 
words  and  complete  inability  to  read,  though  able  to  write  and 
recognise  all  objects. 

The  Chairman  asked  if  there  was  any  haemorrhage  going  on 
during  the  operation,  and  whether  it  was  on  account  of  the  oozing 
of  blood  that  the  drainage  tube  was  introduced  i  He  was  also 
anxious  to  know  if  Mr.  Stoney's  view  of  the  bulging  of  the  brain 
afterwards  was  that  it  was  due  to  distension  of  the  lateral  ventricle, 
or  whether  he  considered  there  was  any  cedematous  condition  of 
the  brain  tissue  itself.  .Mr.  Stoney  had  not  stated  the  cause  of 
the  marked  depression  of  the  seal])  over  the  area  corresponding 
to  the  part  that  had  been  removed. 

Mr.  Blayney  said  the  case  was  a  puzzUng  one  in  view  of 
the  history  that  had  been  given.  The  typical  history  of  intra- 
meningeal  hannorrhage  was  that  the  patient  became  imconscious, 
and  did  not  become  conscious  again  ;  but  in  the  case  before  them 
the  patient  did  not  lose  consciousness  when  he  met  with  the  fall. 
One  would  imagine  that  violence  sufHcient  to  produce  haMUorrhage 
inside  the  skull  would  have  caused  unconsciousness.  Then  there 
was  a  prolonged  perioil  in  which  there  were  no  signs  of  increased 
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intracnuiial  tension.  He  thought  the  bulging  of  the  brain  after 
the  operation  was  due  to  some  infiammatorv  phenomenon. 

Mr.  Stoney,  in  reply,  said  he  had  brought  the  case  forward  in 
the  hope  of  eliciting  some  explanation  of  the  sequence  of  events, 
as  he  had  to  confess  he  found  it  difficult  to  do  so  himself.  The 
history  had  been  difficult  to  obtain,  as  the  man  was  drunk  at  the 
time  of  the  accident,  as  well  as  everyone  who  was  with  him. 
So  far,  however,  as  he  could  make  out,  there  was  no  loss  of  con- 
sciousness at  the  time  of  injury.  When  the  signs  of  increased 
pressure  began  to  appear,  he  thought  it  was  the  commencement 
of  oedema  of  the  brain,  and  he  was  under  the  impression  that 
operation  offered  httle  hope  of  improvement,  but  he  felt  that  the 
locolising  signs  justified  an  attempt  to  find  out  their  cause.  On 
opening  the  dura  mater  there  appeared  to  be  no  fresh  htcmorrhage. 
and  on  exploration  he  could  find  no  laceration  and  no  fracture. 
He  was  doubtful  as  to  whether  the  hsemorrhage  occurred  at  the 
time  of  the  injury,  the  symptoms  of  increasing  compression 
being  due  to  fpdema  of  the  brain,  or  that  the  luomorrhage  had 
occurred  later  on  and  was  producing  the  symptoms  of  pressure 
by  itself.  He  thought  the  protrusion  of  the  brain  was  mainly 
due  to  the  collection  of  fluid  in  the  lateral  ventricle.  A  useful 
point  in  the  case  was  the  fact  that  it  showed  that  the  descriptions 
in  the  books  of  typical  cases  of  intrameningeal  hnemorrhages 
could  not  be  entirely  relied  upon.  It  showed  also  that  cases  of 
head  injury  should  never  be  looked  upon  as  hopeless. 

Mr.  W.  I.  DE  C.  Wheeler  exhibited  a  case  of  ascites  from 
hepatic  cirrhosis  cured  by  the  Talma-Morison  operation  per- 
formed three  years  ago.  The  patient  had  been  frequently  tapped 
before  the  operation,  and  drained  through  an  exploratory 
laparotomy  wound,  but  without  any  beneficial  result.  For 
about  three  weeks  after  the  epiplopexy  fluid  collected,  and  a 
small  amount  has  persisted,  getting  neither  more  nor  less  for 
the  past  three  years.  Tiie  patient,  who  weighed  about  seven 
and  a  half  stones  before  operation,  now  averaged  eleven  stone*. 
The  amount  of  Huid  withdrawn  bv  paracentesis  before  the  radical 
o])eration  was  performed  a|)})roximated  two  gallons  per  fortnight 
for  three  months.  Mr.  Wheeler  considered  this  case  an  ideal 
one  for  operation  for  the  following  reasons  : — (1)  Previous  tappings 
and  laparotomy  failed  to  give  relief ;  (2)  progressive  emaciation 
an<l   the  up])enranrc  of  slight  jaundice  were  a  warning  against 
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further  delay ;  (3)  the  exploratory  laparotomy  revealed  an 
attempt  by  nature  to  anticipate  the  operation  by  the  formation 
of  adhesions  ;  (4)  the  liver  was  enlarged,  not  atrophied,  and 
therefore  sufficient  hver  cells  remained  to  carry  on  hfe  ;  (5)  there 
was  an  absence  of  any  cardiac  or  renal  comphcation.  The  great 
number  of  successful  cases  recently  pubUshed  were  referred  to, 
and  the  absence  of  the  true  "  hob-nailed  "  Uver  and  of  an  alcoholic 
history  in  so  many  cases  commented  upon.  Mr.  Wheeler  con- 
sidered that  the  efficacy  of  the  operation  was  no  longer  in  doubt. 

Mr.  Haughton  said  his  experience  of  the  operation  was  Umited 
to  two  cases,  which  he  described. 

Mr.  R.  C.  B.  Maunsell  quoted  a  case  in  which  the  operation 
had  proved  unsuccessful,  in  which  a  markedly  cirrhotic  kidney 
was  found  at  the  post-mortem. 

Mr.  Benson  asked  if  there  was  any  cirrhotic  condition  in 
any  other  part  of  the  patient's  body,  as  he  had  seen  a  case  of 
a  lady  who  had  cirrhosis  of  the  lung  eight  or  ten  years  p^eviou^i 
to  the  condition  of  the  liver  coming  on.  He  thought  it  might 
add  to  the  patient's  comfort  if  he  were  tapped  to  get  rid  of  the 
fluid  that  still  remained. 

Mr.  Stoney  and  the  Chairman  also  recalled  cases  of  the 
operation. 

Mr.  Wheeler,  in  reply,  said  the  patient  had  nothing  in  the 
way  of  cirrhosis  in  any  other  organs,  but  the  last  time  his  urine 
was  examined  it  showed  signs  as  if  he  was  getting  cirrhosis  of  the 
kidneys.  He  was  not  incUned  to  do  anything  more  in  the  case, 
as  long  as  the  man  remained  in  his  present  condition.  The  fluid 
still  remaining  was  the  same  in  amount  as  it  was  at  the  time  of 
the  operation. 

Mr.  Seton  Pringle  exhibited  a  case  of  mucous  colitis  in  which 
he  had  performed  appendicostomy  some  months  ago.  The 
patient,  a  strong  labouring  man.  with  no  sign  of  neurosis  about 
him,  sought  treatment  some  two  years  ago  for  an  uneasy  burning 
sensation  in  the  lower  bowel  and  rectum,  some  pruritus  ani,  and 
the  passage  of  a  ([uantity  of  mucus  in  the  stools.  He  was  found 
to  have  h;cmorrhoids,  and  these  were  removed  by  operation, 
but  he  returned  some  two  months  later  worse  than  ever,  and 
now  the  whole  motion  was  often  composed  of  cylinders  of  mucus. 
A  course  of  treatment,  consisting  in  daily  irrigation  of  the  large 
bowel  with   astringents  and  antiseptics,  was   then  commenced. 
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and  persisted  in  for  months,  the  patient  at  the  same  time  being 
dieted  and  stomach  sedatives,  &c.,  being  given  by  mouth.  As  the 
treatment  resulted  in  no  improvement  Mr.  Pringle  performed 
appcndicostomy  last  June  in  order  to  enable  the  whole  large 
intestine  to  be  systematirally  washed  out.  After  giving  a  short 
history  of  this  operation  and  describing  its  performance,  Mr. 
Pringle  pointed  out  that  many  cases  of  cure  of  nnxcous  colitis 
by  its  aid  had  been  reported,  and  so  far  no  failures.  Since  last 
June  the  patient  has  washed  out  his  own  colon  daily  with  various 
antiseptics,  and  latterly  has  been  using  arg}Tol — 1  in  1000 — in  the 
morning  and  normal  saline  solution  at  night  ;  but  Mr.  Pringle 
regretted  to  have  to  report  that  the  condition  was  in  no  way 
ameliorated,  and  he  regards  the  treatment  in  this  case  as  a  com- 
plete failure.  In  conclusion,  he  called  attention  to  the  fact  that 
the  bowel  had  been  examined  carefully  with  the  electric  sigmoido- 
scope and  no  gross  lesion  found,  so  that  this  is  apparently  a  true 
case  of  mucous  colitis  and  not  one  of  those  cases  of  ulceration, 
kinking,  or  growth  which  often  so  closely  simulate  this  disease. 

Mr.  M.'VUNSELL  said  he  considered  the  operation  a  most  useful 
one.  He  suggested  that  if  the  medical  treatment  did  not  cure 
the  patient,  an  ileo-sigmoidostomy  might  be  successful,  in  which 
I'ase  the  excluded  piece  of  gut  could  be  resected  subsequently. 

Mr.  Benson  thought  ipecacuahna  might  be  tried. 

The  Secretary  thought  that,  notwithstanding  recorded  cases, 
the  operation  was  not  a  very  successful  one  in  cases  of  miicous 
colitis. 

Dr.  Stevenson  asked  it  any  dilliculty  was  experienced  in 
keeping  the  aperture  from  closing,  and  whether  the  catheter 
was  kept  in  the  whole  time  t 

Dr.  Pugin  Meldon  said  that  a  weak  sohition  of  peroxide  of 
hydrogen  would  clear  away  any  foreign  matter  in  the  intestines  ; 
mixed  with  borax  and  bicarbonate  of  sodium  it  might  ilo  some  good. 

Mr.  Haughton  instanced  a  case  of  operation  for  ventral 
hernia  which  caused  the  disa])pcarance  of  colitis  that  had  been 
treated  for  a  long  time  medically  without  success,  and  he  raised 
the  question  as  to  whether  Mr.  Pringle  had  satisfied  himself 
that  there  was  no  reflex  cause  for  the  «lisease  in  this  case. 

Mr.  Pringle,  in  reply,  said  he  woidd  seriously  consider  the 
quest  ion  of  further  operation  if  the  suggested  medical  treatment 
proved  of  no  avail. 
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Mr.  Maunsell  presented  the  case  of  an  elderly  man  on  whom 
he  had  operated  for  a  carcinoma  of  the  floor  of  the  mouth.  By 
the  time  the  patient  presented  himself  for  treatment  the  growth 
had  involved  the  tongue,  and  was  extensively  adherent  to  the  jaw. 
The  operation  consisted  of  removal  of  half  the  tongue  and  a 
portion  of  the  jaw,  extending  from  the  neighbourhood  of  the 
middle  line  to  the  last  molar  tooth.  At  a  subsequent  date  the 
lymphatic  glands  on  the  same  side  of  the  neck  were  exposed, 
from  the  angle  of  the  jaw  to  the  clavicle,  and  removed.  At  the 
latter  operation  very  considerable  trouble  arose  in  connection 
with  the  taking  of  the  ana'sthetic,  probably  due  to  the  removal 
of  the  elevators  of  the  larynx  at  the  preAdous  operation. 

The  Chairman  said  there  was  no  doubt  that  the  probability 
of  permanent  benefit  from  operation  for  cancer  of  the  tongue 
was  not  at  all  great,  particularly  in  such  a  case  as  that  before 
them.  He  expected  that  Mr.  MaunseU's  idea  was  to  make  the 
man's  life  more  endurable,  supposing  that  glandular  recurrence 
came  on  after  the  removal  of  the  disease  in  the  mouth.  In 
operating  on  parts  far  back  in  the  mouth  he  recommended  the 
performance  of  a  preliminary  laryngotomy.  He  thought  it 
enabled  them  to  work  more  easily  than  when  the  patient  had  to 
breathe  through  the  mouth.  In  a  recent  case,  in  which  he  had 
performed  a  preliminary  laryngotomy,  he  found  there  was  no 
anxiety  about  the  hromorrhage.  Although  Professor  Kocher's 
recent  method  was  only  a  modification  of  an  old  method,  he 
considered  it  a  great  advance. 


Friday,  January  17,  1908. 

Mr.  Seton  Pringle  in  the  Chair. 

Mr.  R.  Atkinson  Stoney  road  the  notes  of  a  case  of  "  Grafting 
of  Fibula  to  Tibia."     See  p.  It6,  ((iiic. 

Post- Anaesthetic  Vomitinq. 

Dr.  L.  G.  Gunn  read  a  paper  on  the  above  subject.     He  first 

drew  attention  to  the  fact  that,  as  the  anajsthctists  had  not  the 

after  treatment  of  operative  cases,  they  only  to  a  slight  extent 

realised  what  a  troublesome  complaint  post-operative  vomiting 
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might  be.  He  believed  it  was  the  duty  of  the  surgeons  to  use  every 
means  in  their  power  to  prevent  this  vomiting.  Dr.  Gunn  himself 
had  been  using  a  method,  suggested  by  MacArthur,  of  giving  the 
patient  frequent  drinks  of  pure  cold  water  right  up  to  the  adminis- 
tration of  the  anesthetic,  and  this  method  had  been  entirely 
successful  in  nine  cases,  partially  successful  in  nineteen  cases, 
and  had  had  no  result  in  twelve  cases,  out  of  the  forty  patients 
who  had  been  treated  in  this  way. 

The  Chairman  said  he  had,  some  years  ago,  carried  out  a 
series  of  observations  on  the  action  of  the  kidneys  during 
anresthesia.  He  found  that  the  amount  of  nitrogenous  material 
and  water  excreted  during  the  anaesthesia  was  very  small :  but 
as  soon  as  the  patient  came  out  of  the  anpesthetic  the  kidneys 
began  to  act,  and  there  was  a  hyper-excretion  of  water  and  an 
increased  excretion  of  nitrogenous  material  for  some  hours.  It 
was  possible  that  in  this  lay  the  explanation  of  the  pain  across 
the  loins.  He  had  noticed  when  administering  anaesthetics  that 
the  less  the  patient  was  cyanosed  during  the  administration  the 
less  vomiting  there  was  afterwards,  so  that  it  was  important  to 
let  the  patient  breathe  a  certain  amount  of  fresh  air. 

Dr.  Kirkpatrick  said  anresthetists  had  not  seen  enough  of 
their  patient,  either  l)eforc  or  after  the  administration,  to  have 
had  the  importance  of  the  question  of  post-ansesthetic  vomiting 
impressed  upon  them.  For  some  years  he  had  considered  the 
question,  and  disagreed  with  Mr.  Gunn  on  some  points.  He 
(Dr.  Kirkpatrick)  thought  the  preparation  of  a  patient  had  a 
good  deal  to  say  to  the  condition  of  the  patient  afterwards, 
provided  the  preparation  was  satisfactory.  He  did  not  look  on 
abstinence  from  food  as  of  such  importance  as  thorougli  purgation 
some  time  before  the  anaesthetic  was  administered.  Various 
writers  pointed  out  that  the  patients  who  usually  gave  most 
trouble  with  post-operative  vomiting  were  those  who  suffered 
from  more  or  less  chronic  constipation.  He  did  not  agree  that 
the  nature  of  the  drug  used  had  no  very  great  effect  on  the  post- 
operative condition.  Occasionally  after  chloroform  nnfrsthesia 
vomiting  became  so  serious  as  to  threaten  the  ^latient's  life  ;  such 
a  thing  was  exceedingly  rare  after  ether.  He  was  inclined  to 
believe  that  the  victhod  of  administering  the  aTuosthetic — the 
nature  of  the  ana'sthesia  obtained — was  of  far  more  importance 
tliun    any    (itlicr    factor.     'Plu'    ('hairnian    had    pointed    out    the 
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importance  of  avoidinu  cyanosis,  and  of  jzivinji  fresli  air  ;  when 
patients  were  treated  by  that  method  they  soon  recovered,  and 
vomitinw  was  exceedin^rly  uncommon.  He  woukl  add  that 
iinsesthetists  had  been  in  the  habit  of  maintainin<i  a  depth  of 
angesthesia  which  was  quite  unnecessary  in  most  operations. 
He  had  carried  out  experiments,  as  the  Chairman  had,  which 
showed  a  great  diminution  in  tlie  function  of  the  kidneys,  and 
he  could  not  but  think  that  in  a  patient  who  was  profoundly 
anaesthetised  there  must  result  a  very  profound  toxaemia.  The 
activity  of  the  renal  epithelium  in  certain  animals  was  not  at 
all  as  much  diminished  as  it  was  in  the  human  being  during 
anaesthesia  ;  and  it  was  very  probable  that  that  inactivity  was 
associated  with  a  fall  in  blood  pressure. 

Mr.  W.  I.  DE  CouRCY  Wheeler  said  he  had  tried  the  open 
method  of  administering  ether,  and  had  found  it  very  simple 
and  the  anaesthesia  perfect.  The  patients  never  became  cyanosed, 
but  he  had  not  had  enough  experience  of  the  method  to  say 
whether  the  vomiting  was  less  frequent.  It  was  particularly 
suitable  for  old  or  fragile  persons.  Alcoholics,  who  were  difficult 
to  get  under  ether,  vomited  less  than  other  patients  ;  if  the 
anaesthesia  was  begun  with  chloroform  and  continued  with  ether 
the  vomiting  was  far  worse.  Local  aniesthesia  was,  he  thought, 
the  ideal  method.  It  was  perfectly  safe  to  give  if  the  proper  drug 
was  used. 

Dr.  Pugin  Meldox  said  he  found  it  useful  to  keep  patients 
under  the  anaesthetic  until  they  were  back  in  bed.  In  that  way 
the  vomiting  was  not  started  ;  they  went  off  into  a  sleep,  and 
got  rid  of  a  good  deal  of  the  an^estlu'tic. 

Sir  Thomas  Myles  thought  that  very  little  was  known  as  to- 
the  cause  of  post-anaesthetic  vomiting.  He  had  known  a  lady, 
prior  to  the  introduction  of  aseptic  technique,  to  vomit  incessantly 
for  twelve  days.  Every  drug,  except  one,  that  they  could  think 
of  was  administered  ;  finally  she  was  given  half  a  grain  of  morphin 
hypodermically.  and  the  vomiting  ceased.  He  himself  had  been 
under  every  anaesthetic  known.  He  had  always  insisted  on  having 
a  cup  of  tea  before  the  operation,  and  he  was  well  purged  out- 
He  had  never  vomited  or  had  a  fit  of  sickness.  He  was  inclined 
to  think  that  the  sickness  was  due  to  something  inherent  in  the 
patient.  In  the  majority  of  cases  he  thought  they  would  be 
found  to  have  some  kidney  trouble.     Ho  thought  the  experience 
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from  which  Mr.  (lunn  made  his  deductions  was  too  limited.  If 
a  careful  analysis  of  the  20,000  cases  administered  annually  in 
Dublin  were  inade,  as  regards  the  urine  and  the  vomiting,  then 
they  might  be  justified  in  making  deductions  ;  but  merely  to  say 
that  in  20  per  cent,  of  cases  albumen  was  present  was  not  sufficient 
evidence  on  which  to  base  a  generalisation.  If  a  patient  was  kept  on 
a  table  in  a  cold  room  they  could  not  help  giving  them  a  renal  chill- 
Mr.W.  Taylor  felt  that  cyanosis  had  something  to  do  with  the 
vomiting.  In  most  cases  of  abdominal  sections  which  he  had  done 
it  had  been  his  liabit  to  give  morphin  either  immediately  before 
the  an;ysthctic  or  before  leaving  the  table  ;  less  aniesthetic  was 
then  required,  and  there  was  less  vomiting.  He  thought  the 
vomiting  was  less  the  result  of  swallowing  the  auirsthetic  than  of 
nervousness. 

Exophthalmic  Goitre. 

Sir  Thomas  Myles  read  a  short  paper  on  a  case  of  exophthalmic 
goitre  which  he  believes  to  have  been  cured  by  a  diet  of  milk 
obtained  from  a  thyroidectomised  goat.  The  patient  was  a 
married  lady,  twenty-five  years  old,  and  the  symptoms  had  been 
developing  for  more  than  a  year.  All  the  well-marked  features  of 
the  disease  were  present,  and  there  had  been  a  progressive  loss 
of  strength  and  colour.  The  goats  were  operated  on  by  Professor 
Mettam,  of  the  Veterinary  College,  whose  co-operation  was  grate- 
fully acknowledged  by  the  speaker,  and  when,  two  days  later, 
the  little  wound  in  the  neck  had  healed,  the  goats  were  sent  to 
the  patient,  who  resided  in  the  country,  and  the  treatment  was 
begun  and  steadily  persisted  in.  At  the  end  of  a  month  the 
'mprovement  was  very  marked,  and  at  the  present  moment  the 
enlargement  of  the  thyroid  is  barely  perceptible  and  the 
exophthalmos  has  disappeared.  For  the  last  few  months  the 
milk  diet  has  been  supplemented  by  the  use  of  Merck's  tabloids 
and  by  the  administration  of  small  doses  of  iron  and  arsenic. 
Sir  T.  Myles,  in  bringing  the  case  under  the  notice  of  the  Section,  did 
so  with  the  hope  of  inducing  other  practitioners  to  yive  the  method, 
which  is  simple  l)ut  not  costly,  a  fair  trial. 

Mr.  W.  Taylor  said  the  method  had  been  tried  on  the  Continent 
s*ome  years  ago,  and  a  powder  made  from  the  milk  of  thyroidec- 
tomised goats  could  be  bought,  but  the  professors  on  the  Continent 
had  not  spoken  nnirh  in  its  favour. 
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Mr.  W.  I.  DE  CouRCY  Wheeler  said  the  main  danger  was 
that,  even  if  the  symptoms  apparently  abated,  the  patient  might 
at  any  time  drop  dead.  He  had  seen  astonishingly  good  results 
of  operative  treatment  abroad,  but  he  thought  the  operation 
must  be  an  extremely  difficult  and  anxious  one  to  perform. 


Friday,  Fehruary  28,  1908. 

Mr.  Seaton  Prixgle  in  the  Chair. 

Mr.  Kenxedy  read  a  paper  on  '•  Some  Cases  of  Gall-Stones."^ 
See  page  151.  (intc 

Mr.  William  Taylor  read  a  paper  on  "  The  Surgical  Treat- 
ment of  Graves"  Disease."     See  page  160,  ante. 

Mr.  L.  G.  Gunn  read  a  note  on  the  surgical  treatment  of  ex- 
ophthalmic goitre,  dealing  mainly  with  the  pathology  of  Graves' 
disease.  He  thought  that  the  parathyroids  were  primarily 
affected;  the  enlargement  of  the  thyroid  followed.  The  micro- 
scopic appearances  of  the  gland  in  the  early  stages  of  the  disease 
are  not  distinguishable  from  those  of  simple  goitre  ;  in  the  later 
stages  of  the  disease  the  appearance  of  the  exophthalmic  goitre 
under  the  microscope  is  unmistakable.  Mr.  Gunn  then  briefly 
related  three  cases  of  Graves'  disease  in  which  partial  thyroid- 
ectomies had  been  done.  Two  of  these  had  been  most  successful, 
but  the  third  died  from  subacute  thyroidism  ten  days  after  the 
operation.  Mr.  Gunn  thought  that  operation,  while  undoubtedly 
attended  with  risk,  holds  out  the  best  prospect  of  cure  for  the 
patient.  The  use  of  cocain  as  an  anresthetic  was  not  approved, 
the  author  holding  that  chloroform  was  no  more  dangerous  for 
the  patient,  and  far  more  comfortable  for  the  operator. 

Dr.  Stokes  inquired  as  to  the  average  comparative  mortality 
of  the  medical  and  surgical  treatment  of  exophthalmic  goitre. 
He  also  wished  to  know  if  the  communicators  could  explain  how 
it  was  that,  in  the  worst  cases,  the  pathological  changes  wert- 
those  of  atrophy,  the  gland  apparently  removed  itself,  and  yet 
those  were  the  cases  which  died.  He  asked  also  if  any  patho- 
logical changes  had  been  found  in  the  parathyroids. 
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Dr.  Kirkpatrtck  said  he  did  not  think  physicians  would  raise 
much  objection  to  patients  sufferinff  from  exophthalmic  fioitre 
being  taken  from  under  their  caie,  provided  the  surgeon  could  give 
better  results.  But  he  did  not  think  that  surgeons  had  yet  got 
a  method  of  treatment  which  was  any  more  satisfactory  than  the 
medical.  In  order  to  prove  curative,  operation  would  have  to 
be  undertaken  before  serious  symptoms  had  arisen  ;  and,  in 
order  to  be  able  to  recommend  patients  to  submit  to  operation  at  an 
early  stage,  the  operation  must  be  a  comparatively  safe  one,  and  one 
from  which  good  results  could  be  promised.  At  present,  however, 
the  mortality  of  the  operation  was  considerable,  and  permanent 
cure  was  not  by  any  means  established.  Before  they  could  come 
to  any  conclusion  on  the  disease,  something  more  would  have 
to  be  known  of  its  pathology  and  causation.  The  question  of 
anaesthesia  was  of  great  importance.  He  believed  that  the 
juortality  under  general  anaesthesia  would  be  found  to  be  greater 
than  under  local  anaesthesia.  Although  it  was  not  possible  to 
get  complete  freedom  from  pain  by  any  local  anasthetic,  he 
thought  they  could  get  a  working  ansesthesia  which  would,  on 
the  whole,  give  a  better  result  than  a  general  anaesthesia.  Of  all 
forms  of  ana'sthetic,  chloroform  was  the  n.ost  dangerous  in  such 
cases.  He  did  not  believe  it  was  correct  teaching  that  there  was 
much  less  congestion  and  cyanosis,  as  well  as  bleeding,  with 
chloroform  than  with  ether.  If  the  ether  anaesthesia  was  satis- 
factory, and  was  not  too  deep,  it  would,  to  his  mind,  be  very 
much  safer  than  chloroform. 

The  Secretary  said  that  although  there  was  considerable 
question  as  to  the  pathology  of  exophthalmic  goitre,  there  was 
no  question  as  to  the  pathological  change  from  which  the 
symptoms  arose — viz.,  an  increased  production  of  thyroid  extract. 
The  case  for  the  removal  of  the  source  had  received  additional 
support  in  the  instances  brought  forward  in  the  papers  which 
had  been  read,  l)Ut  it  was  only  by  compariim  results  in  a  lartie 
series  of  cases  which  were  operated  on  with  those  in  which  there 
was  no  operation  that  any  conclusion  could  be  arrived  at.  In 
ordinary  goitre  he  used  t'tlier  anaisthesia.  One  of  the  results  of 
tliyroidism  was  to  affect  the  cardiac  mu.scle.  an«l  since  chloroform 
liud  a  Very  depressing  effect  on  the  cardiac  muscle  he  preferred 
ether. 

Mn.    Kexxedy    attributed    considerable    importance    to    tlir 
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position  of  the  patient  during  operation.  He  believed  that  many 
deaths  had  occurred  through  interference  with  the  recurrent 
laryngeal  nerve.  The  danger  of  thyroidism  was  greater  the  raorr 
gland  was  left.  To  get  a  good  result  they  had  to  remove  practically 
the  whole  of  the  gland.  The  central  lobe  would  be  quite  sufHcient 
for  the  needs  of  the  patient  afterwards.  If  the  surgeon  got  the 
case  before  pathological  changes  had  occurred  in  other  organs 
the  cure  of  the  disease  could  be  practically  assured. 

The  Chairman  was  inclined  to  agree  that  local  anaesthesia 
was  the  safest,  but  he  would  rather  use  a  general  anaesthetic  in 
this  country.  Kocher's  patients  were  bound  hand  and  foot,  and 
were  in  a  much  better  state  of  surgical  training  than  could  be 
got  in  Dublin. 

Mr.  Taylor,  in  reply,  said  he  was  not  aware  of  the  comparative 
mortality  of  surgical  and  medical  treatment.  It  was  the  few 
cases  that  got  well  without  apparently  any  treatment  that  pre- 
vented cases  being  handed  over  to  the  surgeon  at  an  early  stage. 
Recent  experience  had  led  him  to  prefer  ether  anaesthesia  by  the 
open  method. 

Mr.  Gunn,  in  reply,  said  that  fibrous  changes  had  been  described 
in  the  parathyroids. 


Friday,  March  27,  1908. 
The  President  in  the  Chair. 

Dr.  Frank  Dunne  exhibited  two  patients  suffering  from 
"Tubercular  Joint  Disease  treated  by  Denys'  Tuberculin."  See 
page  167,  ante. 

Mr.   C.  Arthur  Ball  read  a  paper  on   '"  The  Diagnosis   of 
Impacted  Calculus  in  the  Ureter."     See  page  174,  ante. 


SECTION     OF     OBSTETRICS. 


SOME  OBSERVATIONS  OX  A  CASE  OF  TWIN 
ABORTION  WITH  DOUBLE  PLACENTA  PR.^VIA 
AND  A  REMARKABLE  CONDITION  OF  CERVIX. 

By  R.  J.  KINKEAD,  M.D.  Univ.  Dubl.  ; 

Tiofessor  of  Obstetrics,  Queen's  College,  Gahvay  ; 
Physician  and  Gynaecologist  to  the  Gahvay  Hospital. 

[Read  in  the  Section  of  Obstetrics,  February  7.  190^]. 

Some  five  years  ago  Mrs.  H.,  aged  thirty-eight,  was  admitted  to 
the  Gal  way  Hospital  suffering  from  metrorrhagia  ;  she  had  had 
several  children  and  some  miscarriages  in  rapid  succession. 

I  curetted  her  and  swabbed  out  the  uterus  with  liquor  ferri 
perchloridi :  the  bleeding  ceased,  and  the  next  menstrual  period 
being  moderate  she  was  discharged  ;  the  succeeding  one,  being 
profuse,  she  came  back  to  the  hospital.  I  again  curetted,  with, 
however,  only  partial  benefit  ;  the  uterus  was  soft,  flaccid,  and 
seemed  to  have  lost  all  contractile  power,  there  was  an  almost 
constant  dribble,  with  occasional  gushes  of  blood,  and  the  patient 
was  profoundly  blanched. 

I  succeeded  in  stopping  the  bleeding  by  repeatedly  swabbing 
out  the  uterus  with  iodised  phenol,  and  occasionally  plugging  the 
cavity  with  gauze. 

For  the  five  years  following  her  discharge  from  hospital  she 
enjoyed  capital  health.  Sin-  then  became  pregnant,  and  aborted 
at  tiiree  and  a  half  months. 

She  was  attended  by  mi  experienced  maternity  nurse,  who  gave 
me  the  following  history  : — That  ten  days  previously  the  patient 
had  expelled  a  fa'tus  without  nuich  pain  or  loss  of  blood,  and  she 
believed  that  the  afterbirth  had  all  come  away  :  for  eight  days 
the  patient  had  gone  on  well,  and  all  discharge  had  ceased,  but 
two  days  ago  some  slight  liiemorrlinge  iuid  recurred,  and  she 
insisted  on  going  to  the  hospital. 
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She  came  in  next  nioining.  When  I  saw  her  at  my  visit  she 
complained  of  having  had  much  haemorrhage  during  the  night, 
and  the  ward  nurse  in  charge  told  me  there  had  been  sharp  bleed- 
ing since  her  admission. 

The  vagina  was  full  of  clots;  there  was  a  free  discharge  of 
blood  from  the  uterus ;  the  os  ex'ternum,  dilated  to  the  size  of  a 
two-shilling  piece,  was  occupied  by  and  had  protruding  from  it 
placental  tissue  ;  the  cervix  all  romid  and  up  to  the  vaginal 
insertion  had  a  very  peculiar  roughened  feel. 

The  thighs  and  pudendum  were;  well  washed  with  soap  and 
water,  the  vagina  was  cleansed  of  clots,  irrigated  with  Condy's 
fluid  and  water,  and  a  couple  of  sterilised  plugs  were  introduced 
to  control  the  bleeding  during  the  completion  of  preparations  for 
operation. 

Ether  was  ad.ministered  by  Dr.  Rouse,  house  surgeon,  and  on 
removal  of  the  plugs  the  vagina  was  again  irrigated. 

On  exposing  the  cervix  a  (to  me)  novel  condition  was  brought 
to  view  ;  the  portio  vaginalis  was  a  dark  blue  colour,  caused  by  a 
mass  of  veins  passing  upwards  all  round  it  from  the  margin  of 
the  OS  externum,  and  vanishing  from  sight  under  the  vaginal 
attachment ;  the  veins,  turgid  with  blood,  were  about  the  size 
of  a  No.  2  catheter,  and  so  close  together  as  to  appear  to  be 
touching  each  other.  The  os  was  seen  to  be  filled  with  placental 
tissue. 

Oji  removal,  with  the  speculum  forceps,  of  some  of  the  protruding 
mass,  a  bag  of  membranes  presented.  I  introduced  a  flushing 
curette,  and  removed  a  male  fa?tus,  placenta  and  membranes  ; 
this  placenta  was  attached  posteriorly  and  partly  laterally  to  the 
lower  uterine  segment ;  the  implantation  of  the  other  placenta 
ha4  evidently  been  partially  central,  for  while  the  greater  portion 
of  it  was  firmly  adhen.nt  to  the  edge  of  the  os  internum  and  to 
the  lower  uterine  segment,  the  remainder  of  it,  which  hung  down 
into  the  cervix  and  protruded  from  it,  had  evidently  covered 
the  OS  internum. 

I  failed  to  remove  the  latter  placenta — that  of  the  feet  us  expelled 
ten  days  previously — by  downward  strokes  of  the  cureite.  and 
only  succeeded  in  separating  it  by  getting  the  edge  of  the  Hushing 
curette  under  the  portion  lying  loose  in  the  cervical  canal,  and 
peeUng  it  off  by  pushing  upwards. 

It  would  have  been  impossible  to  use  a  vulsellum  or  sharp 

N 


194 


.•1  Case  of  Twin  Abortion . 


hook  to  draw  down  and  steady  the  uterus  without  wouiuliii<i 
the  veins  covering  the  cervix,  so  I  had  to  dispense  with  theij 
aid. 

The  progress  of  tlic  patient  was  entirely  satisfactory,  and  shj 
was  discharged  from  hospital  on  the  eleventh  day. 


The  case  was  an  uncommon  one — fortunately  or  unfo 
tunately  an  abortion  of  twins  is  not  an  everyday  occurrenc 
Referring  to  twin  pregnancies,  Jellett  says,  "  it  is  only  natur 
that  while  the  placental  area  is  increased  in  size,  the  pr 
portion  of  cases  in  which  that  area  extends  into  the  low 
segment  will  also  be  greater."  Here,  however,  it  is  not 
question  of  extension,  but  of  implantation,  and  therefore 
may  regard  the  placenta  praevia  as  unusual,  unless  the  la 
Robert  Barnes"  suggestion  be  correct  that  placenta  pra^-via 
a  frequent  cause  ot  early  abortion. 

That  for  the  eight  days  following  the  expulsion  of  the  fir 
foetus  there  was  no  liajmorrhage  seems  strange  ;  but  it  appea 
to  me  to  have  been  due  to  the  firm  attachment  of  its  ])lacen 
and  to  the  pressure  of  the  second  ovum  on  the  denuded  arc 
on  its  side  of  the  os,  and  that  the  bleeding  which  after  tli 
time  set  in  resulted  from  the  partial  separation  of  this  secoi 
ovum. 

The  condition  of  the  cervix,  dark  blue  in  colour,  actual 
clothed  with  veins  radiating  upwards  from  the  margin  of  tl 
OS  externum,  was  the  most  interesting  and  uncommon  featu 
of  the  case,  and  one  which,  so  far  as  1  am  aware,  has  not  bet 
described  before.  That  it  was  due  to  the  location  of  tl 
placenta;  seems  to  be  proved  by  the  following  facts  : — The 
had  been  no  symptom  of  varicosities  of  the  veins  of  the  bro; 
ligament,  nor  was  there  anything  connected  with  her  hea 
before  or  during  her  pregnancy  likely  to  produce  them  ;  ( 
removing  the  gauze  plug  on  the  day  after  the  o|)erati()n  1 
veins,  though  still  visible,  were  much  less  distended  ;  ail 
when  examined  the  day  before  her  discharge  from  hospi 
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tlie  veins  had  vanished  and  the  cervix  had  resumed  its  normal 
appearance. 

The  question  arises,  was  this  venous  development  peculiar 
to  the  case,  or  is  a  similar  state,  though  in  a  lesser  degree, 
usual  in  the  early  months  of  pregnancy  in  single  placenta 
prgevia  ?  In  cases  where  pregnancy  progresses  to  the  later 
months,  owing  to  the  growth  of  the  uterus  and  cervix,  the 
veins  would  be  separated  from  each  other,  and  when  litKnior- 
rhage  sets  in  a  speculum  is  rarely  if  ever  used,  while  on  digital 
examination  nothing  may  be  observed  but  a  peculiar  feel  of 
the  OS  and  cervix  due,  as  Leishman  remarks,  ''  to  the  unusual 
thickening  of  the  cervix,  which  is  permeated  with  large  vessels 
for  the  placental  circulation." 

With  regard  to  the  early  months  of  pregnancy,  he  says, 
''  there  are  no  symptoms  which  enable  us  to  recognise  the 
condition  in  question,  and  if  haemorrhage  should  take  place 
it  will  probably  be  followed  by  abortion,  in  the  course  of 
which  nothing  occurs  likely  to  direct  our  attention  to  the 
peculiar  nature  of  the  case."" 

Moreover,  with  a  single  placenta  the  venous  covering  would 
be  confined  to  that  portion  of  the  cervix  corresponding  to 
site  of  the  placental  implantion,  and  thus  if  it  were  necessary 
to  use  a  speculum  to  remove  the  ovum  or  placenta  the  veins 
'night  easily  escape  observation — especially  if  situated  pos- 
teriorly or  laterally. 


LABOUR  SHOCK. 

By  R.  J.  KINKEAD,  M.D.  Unix .  Dubl.  ; 

Professor    of    Obstetrics,     Queen's    College,    GaUvay  ; 

Physician  and  Gynsccologist  to  the  Galway  Hospital. 

[Read  in  the  Section  of  Obstetrics,  February  7,  1908.]     . 

In  the  Report  of  the  Rotunda  Hospital  for  the  year  ending 
31st  October,  1906,  three  cases  of  "  labour  shock  "  are  given. 
The  case  I  now  report  is  similar ;  the  haemorrhage  following 
delivery  was  not  profuse  nor  greater  than  that  generally 
observed  in  normal  cases  : — 

On  August  1st,  1907,  a  little  before  12  o'clock  noon  I  was 
called  to  see  Mrs.  X.,  a  2-para.  She  was  in  charge  of  an  e.\- 
perienced  nurse. 

Her  first  child  had  been  born  dead  after  a  protracted  parturition, 
and  as  she  had  been  many  hours  in  labour  the  nurse  feared  that 
the  same  thin^j;  might  again  oceur,  and  sent  for  medical  assistance. 
I  had  not  attended  her  in  her  former  confinement,  nor  indeed 
ever  seen  her  before. 

She  seemed  in  good  condition,  no  signs  of  exhaustion  :  the 
head  was  engaged  in  the  brim,  vertex,  LAO  presentation,  tli( 
OS  was  dilated,  but  the  anterior  lip  not  quite  retracted. 

The  pelvis  was  roomy,  and  although  there  was  a  little  troubit 
in  getting  on  the  forceps,  owing  to  a  somewhat  prominent  sacral 
promontory,  there  was  no  diflieulty  in  extracting  a  large  mali 
child. 

iinnicdiately  after  the  birth  of  the  eiiiid  1  administereil  a 
drachm  of  Long's  liquor  ergota'. 

I  kept  my  hand  on  the  uterus  and  expressed  the  plaeenta 
twenty  minutes  after  delivery  of  child. 

The  uterus  was  a  bit  sluggish  in  contracting,  but  was  nevt  i 
distended,  my  lingers  slij)j)ed  easily  down  below  the  promontory, 
and  the  palm  of  the  hand  and  tliunib  perfectly  controlled  the 
uterus. 
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After  the  nurse  had  washed  her  I  proceeded  to  insert  two 
sutures  for  a  sHght  laceration  of  the  peringeum,  the  nurse  taking 
my  place  in  following  down  the  contraction. 

Up  to  this  time  the  patient  had  been  looking  and  feeling  well, 
talking,  and  in  good  spirits.  As  I  put  in  the  first  suture  a  woman 
standing  beside  her  exclaimed — "  She  is  looking  bad  :  what's  the 
matter  with  her  ?  " 

She  had  become  suddenly  collapsed  ;  whisky  was  administered, 
strychnine  and  ether  injected  hypodermically,  and  normal  saline 
into  the  areolar  tissue,  hot  bottles  applied,  and  everything  possible 
was  done,  but  in  vain.     She  died  in  less  than  an  hour. 


THE  OPERATIVE  TREATMENT  OF  PUERPERAL 
FEVER. 

By  sir  ARTHUR  MACAN,  M.B.,  F.R.C.P.I.  ; 

Obstetric  Physician  to  Sir  Patrick  Dun's  Hospital. 

[Read  in  the  Section  of  Obstetrics,  March  IH,  1908.] 

The  operative  treatment  of  puerperal  fever  has  had  its  origin 
and  development  in  the  application  of  ordinary  surgical 
theories  and  practice  to  the  peculiar  circumstances  of  labour 
and  the  puerperal  state. 

In  the  early  eighties  of  the  last  century  attempts  wore 
made  to  treat  acute  general  peritonitis  by  operation.  Among 
the  first  to  propose  this  was  Lawson  Tait.  who.  in  a  paper 
read  before  the  Midland  Medical  Society  on  November  2,  1881 
{Medical  Times  and  Gazette,  Vol.  II.,  ]).  54-1,  1881),  gave  an 
account  of  1 1 0  consecutive  abdominal  sections  which  he  had 
performed  between  November,  1880,  and  November.  1881. 
and,  after  speaking  of  the  favourable  result  he  had  obtained 
in  six  cases  by  inserting  a  drainage  tube  at  the  operation, 
says  : — "  T  have  also  re-opened  the  wound  in  two  cases  that 
were  doing  badly,  in  the  stage  of  acute  peritcmitis.  have 
cleaned  it  out,  and  then  fastened  in  a  drainage  tube  ;  and 
both  ca.ses  from  that  moment  mended  and  made  speedy  re- 
coveries. 8o  satisfied  have  I  been  with  the  results  in  these 
cases  that  the  next  case  of  ])eritonitis  to  wliidi  I  am  called, 
of  whatever  sort  it  may  be-  even  ])uerperal  1  shall  advise 
and  perform,  if  allowed,  abdominal  section,  shall  dean.se  out 
the  cavity  and  drain  it;  and  if  the  operation  be  not  deferred 
till  the  patients  are  moribund  \  believe  this  treatment  will 
prove  eminent Iv  s\ic(essfnl.     Our  views   of  peritnnitis  will,  1 
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am  certain,  soon  undergo  an  immense  alteration.  ...  In 
future  we  will  treat  the  peritoneum  on  the  same  principles  as 
we  treat  other  suppurating  cavities,  and  with  quite  as  secure 
results." 

It  was  not,  however,  till  1885  that  this  operation  was  put 
on  a  satisfactory  scientific  basis  by  Mikulicz,  in  his  well- 
known  work  on  "  Laparotomy  in  Cases  of  Perforation  of  the 
Stomach  and  Intestines,"  which  was  quickly  followed  in  1886 
by  an  equally  important  publication  by  Kroenlein. 

From,  these  beginnings  the  results  of  operations  for  general 
suppurative  peritonitis  have  been  steadily  improving, 
and  quite  lately  Prof.  Ali  Krogius,  of  Helsingfors,  has  pub- 
lished the  results  of  180  such  cases  that  have  been  operated 
on  in  his  CHnique  since  1901 .  Of  these  96,  or  53  per  cent.,  were 
cured  ;  or,  taking  only  the  128  cases  when  the  disease  had  its 
origin  in  appendicitis,  59  per  cent,  were  successful,  while  of 
54  of  the  latter  cases  operated  on  within  thirty-six  hours, 
76  per  cent,  were  saved. 

The  results  obtained  in  puerperal  peritonitis  up  to  the 
present  by  operation  are,  unfortunately,  by  no  means  as 
favourable  as  these,  and  will  be  referred  to  again  later  on. 

The  application  of  surgical  methods  to  the  treatment  of 
the  second  great  class  of  puerperal  fever — viz.,  those  cases  due 
to  pyijemia,  or,  as  it  is  now  called  by  some,  metastatic 
bacteriaemia— is  of  much  more  recent  date.  It  had  its 
origin  in  the  good  results  obtained  by  the  otologists  in  cases 
of  septic  thrombosis  of  the  sinus  transvei-sus,  by  removal  of 
the  clot  and  subsequent  tying  of  the  internal  jugular  vein,  as 
first  performed  by  Zaufal  in  1884.  The  first  to  apply  this 
method  to  puerperal  cases  was  W.  A.  Freund.  who.  in  two  cases, 
excised  the  ovarian  vein  and  })art  of  the  broad  ligament, 
without,  however,  saving  either  of  his  patients.  Since  then 
the  operation  has  boon  roconimended  and  practised  success- 
fuUv   bv  Buinin.    TrcndoltMiburu.   and    others,   ajid   37   cases 
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have  been  quite  lately  collected  by  Liidwig  Seitz  and 
published  along  Avith  one  of  his  own.  in  No.  464  of  the 
Sammlung  Klinischer  Vortrage.  In  this  he  gives  a  short 
history  of  all  cases  hitherto  published,  with  the  various  methods 
of  operation  and  the  results  obtained,  which  will  be  referred 
to  again  later  on. 

Finally,  the  whole  subject  of  the  operative  treatment  of 
puerperal  fever  is  discussed  in  a  masterly  and  exhaustive 
manner  by  Professor  Otto  v.  Herff  m  v.  Winckel's  new 
"  Compendium  of  Midwifery  "  (Vol.  III.,  ii,  910),  under  the 
following  heads  : — 

I.  The   Surgical   Treatment  of  Localised   Inflam- 
mations : — 

1.  Wounds. 

2.  Interior  of  the  uterus. 

(a)  Curage. 
(6)  Curettage. 

(c)  Brushing,  or  ecouvillonage. 
II.  The  Evacuation  of  Collections  of  Pus. 

1.  In  perineum  and  vagina. 

2.  In  pelvic  connective  tissue. 

.'?.  In  the  abdominal  cavity  and  ]iolvic  peri- 
toneum. 
III.  The  Removal  om  Ligature  of  Inflamt,!)  Veins  for 

Py.-emia. 
TV.  The  Removal  of  the  Uterus. 

At  the  outset  arises  the  f|uo.«ition  :  "Is  it  possible  by  early 
operation  to  prevent  the  outbreak  of  severe  puerperal  fever,  or 
to  weaken  and  cure  bad  cases  of  bacteria»mia  or  toxinfrmia  ? 

The  answer  to  this  ijivolvea  the  same,  or  even  greater, 
difliculties  than  that  as  to  the  efficacy  of  the  treatment  by 
Sera  or  Collargol.  (»r  llie  amputation  of  a  leg  for  severe  in- 
llnmniation  which  is  causing  bacteria'mia.  The  same  cpiestion 
arises  in  considering  (»i)erative  interference  in  ca.ses  of  peri- 
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tonitis  and  pyaemia,  or  the  removal  of  the  uterus  when  it  is 
seriously  infected.  There  can,  of  course,  be  no  question  as 
to  the  advisableness  of  opening  suppurating  htematomata  or 
encapsuled  collections  of  pus.  All  operative  interference 
must  be  based  on  an  accurate  diagnosis  both  of  the  extent 
of  the  disease  and  of  the  degree  of  general  infection.  One 
of  our  chief  difficulties  is  to  determine  how  far  the  pathogenic 
micro-organisms  have  penetrated  into  the  body  and  what 
damage  they  have  already  done  to  the  organism. 

I.  The  Surgical  Treatment  of  Localised  Inflamtnation. — The 
natural  protective  covering  of  wounds  (croup,  diphtheria,  &c.) 
should  on  no  account  be  removed,  as  such  action  increases 
the  danger  of  the  entrance  of  the  microbes  into  the  cir- 
culation. Hence,  puerperal  ulcers,  even  when  covered  by 
diphtheritic-looking  membrane,  should  not  be  scraped  or 
curretted. 

A  fortiori  no  attempt  should  be  made  to  curette  the  interior 
of  the  infected  uterus  after  confinement  at  full  term.  This 
does  not  apply,  to  the  same  extent,  to  cases  of  abortion,  but 
in  these  cases  the  removal  should,  if  possible,  be  done  by  the 
fingers,  after  dilatation  of  the  cervix,  if  necessary.  The 
danger  of  curetting  increases  with  every  month  of  pregnancy. 

After  labour  the  removal  of  ]iortions  of  decomposing 
placenta,  even  after  careful  disinfection  and  the  use  of  rubber 
gloves,  should  be  looked  on  as  a  serious  matter.  Thorough 
curetting  of  the  puerperal  uterus  is  very  difficult,  and  by  it 
a  slight  endometritis  mav  be  converted  into  a  dangerous 
infection.  The  indications  for  the  operation  are  also  N-vry 
unsettled.  A  better  method  is  "  brushing  out  "  the  utenis.  or, 
ecouvillonage,  introduced  by  the  French. 

II.  The  Evacuation  of  Collection  of  P»<,s.— If  the  abscess  lies 
deep  in  the  ]ielvis.  or  the  ])osition  is  not  accurately  known, 
V.  Herflt  reconunends  the  inguino- lateral  incision,  with 
separating  up  of  the  peritoneum.     Hy  this  means  we  can 
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examine  the  ligamentum  cardinale  of  the  uterus,  the  broad  liga- 
ment, Douglas'  folds,  the  connective  tissue  round  the  bladder 
and  rectum,  in  the  cavum  Retzii,  and  even  as  far  as  the  kidneys. 

The  removal  of  the  uterus  for  peri- uterine  abscess  can 
generally  be  avoided  by  this  means — the  operation,  when 
necessary,  being  done  on  both  sides. 

Encouraged  by  the  good  results  obtained  by  operations  on 
cases  of  appendicitis  and  perforating  ulcers  of  the  stomach  or 
intestines,  efforts  have  been  made  to  treat  puerperal  peritonitis 
also  by  operation,  though  the  conditions  present  in  the  latter 
do  not  allow  us  to  expect  the  same  favourable  results.  We 
must,  however,  carefully  differentiate  between  cases  where 
the  peritonitis  is  locaUsed  and  where  it  is  general.  In  the 
latter  case  we  cannot  hope  for  a  favourable  result  when 
the  symptoms  of  toxinaemia  are  pronounced,  while  those  of 
bacteriiemia  are  less  developed.  If  from  the  first  the 
S}Tnptoms  of  general  infection  are  well  marked,  and  the 
patient  rapidly  loses  strength,  death  cannot  bf  far  off.  and 
any  operative  interference  is  useless. 

In  these  cases  there  is  seldom  much  fluid  that  we  can  let 
out  or  wash  out;  but  when  there  is  considerable  (|uantity  of 
fd)nnous  or  fibro-purulent  exudation  the  ]irobability  of  the 
operation  being  successful  is  much  greater.  It  is,  however, 
most  essential  that  the  operation  should  be  done  ver\'  early — 
at  latest,  on  the  second  or  third  day.  'Piit'  indications  for  the 
operation  are  a  steady  ileterioration  in  the  general  condition 
of  the  ])atient.  as  shown  by  a  con.stant  rise  in  the  gradually 
weakening  ])ulse  and  an  increase  in  the  pain  and  swelling  of 
the  abdomen,  with  eructations  and  vomiting.  The  general 
condition  and  a])pearance  of  the  patient  must,  at  the  same 
tijue,  be  such  as  to  lead  us  to  think  that  she  can  l>ear  the 
operation.  We  should  specially  notice  that  the  tip  of  tlie 
nose  aii<l  the  hands  iiiid  feet  have  not  become  cold,  as  if  that 
is  the  ca.se  the  operation  will  only  hasten  the  end. 
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If  we  defer  the  operation  too  long  paralysis  of  the  intestinal 
wall  takes  place,  and  as  a  consequence  we  get  an  invasion  of 
the  peritoneum  by  the  pathogenic  organisms  which  abound 
in  the  paralysed  intestines,  which  greatly  increases  the  danger 
of  a  fatal  toxinoemia.  Moreover,  as  the  first  symptoms  of 
peritonitis  are  often  obscured  by  those  of  metritis,  or  cellulitis, 
surgical  help  often  comes  too  late  to  save  the  patient. 

Cases  where  the  course  of  the  peritonitis  is  not  so  rapid, 
where  the  toxinsemia  is  not  so  pronounced,  and  the  paralysis  of 
the  intestines  is  not  so  extensive  or  complete  offer  much 
more  hope  of  the  operation  proving  successful.  In  such  cases, 
however,  the  prognosis,  even  without  any  operation,  is  not 
altogether  bad,  and  hence  we  can  never  feel  sure  that  the 
patient  would  not  also  have  recovered  without  the  operation. 

The  advantages  we  hope  to  obtain  from  an  operation  in  cases 
of  general  peritonitis  are  : — 

Thorough  removal  of  all  inflammatory  exudations  and  a 
consequent  diminution  in  the  number  of  microbes,  and  in  the 
amount  of  their  poison  ;  relief  to  the  pressure  on  the  heart 
and  lungs  ;  lessening  the  damage  to  the  intestines  ;  removing, 
if  possible,  the  centre  from  which  tlie  microbes  make  their 
way  into  the  peritoneum:  and  preventing  the  .subs(M|uent  re- 
accumulation  of  fluid  by  drainage. 

Opinions  vary  greatly  as  to  what  exactly  should  be  done, 
in  cases  of  general  peritonitis,  but  all  are  agreed  that  the 
o])ening  of  the  abdomen  offers  the  best  chance  for  the  patient. 
While  some  advise  a  free  incision  in  the  median  line,  others 
prefer  several  smaller  incisions.  It  is  also  a  good  plan  to  make 
an  incision  on  both  sides  above  and  parallel  to  Poupart's 
ligament,  while  in  all  cases  counter  openings  should  be  made 
for  drainage — one  in  the  space  of  Douglas  and  one  in  eacli 
lumbar  region.  The  o])ening  into  Dougla.s'  .^naoe  should  ho  bv 
a  transverse  incision,  and  it  sliould  be  made  the  first,  so  as  to 
drain  off  as  much  as  possible  of  the  exudation. 
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Most  autliorities  advise  a  thorougli  removal  of  all  exudation 
by  washing  out  the  peritoneum  with  a  0'9  per  cent,  salt 
solution,  and  sponging  the  intestines  with  the  same  solution  ; 
but  while  some  go  so  far  as  to  eventerate  the  intestines  and 
wash  them  thoroughly,  others,  from  fear  of  damaging  the 
peritoneal  coat  of  the  intestines,  abstain  even  from  thorough 
inspection,  or  washing  out  the  peritoneum,  or  sponging  the 
intestines.  All  are  agreed  as  to  the  necessity  of  drainage, 
one  tube  being  placed  in  Douglas'  space  and  one  in  each  lumbar 
region.  If  we  have  opened  on  each  side  above  Pouparts 
ligament,  the  two  openings  should  be  connected  by  a  drainage 
tube.  If  only  a  single  median  incision  is  made,  a  drainage 
tube  should  be  passed  into  each  lumbar  region,  a  hole  being 
made  in  the  base  of  the  mesentery  through  which  the  left 
tube  is  passed,  and  from  time  to  time  the  peritoneum  is  washed 
out  through  these  tubes. 

There  can  be  no  doubt  that  the  result  would  be  more 
favourable  if  we  removed,  at  the  same  time,  the  centre  from 
which  infection  of  the  peritoneum  is  taking  place,  as  is  done 
in  appendicitis.  In  puerperal  cases  this  centre  is  usually  the 
uterus  or  the  broad  ligament.  To  remove  the  uterus  in  the 
ordinary  way  (vrr  vaf/inant)  would  open  up  the  connective 
tissue  extensively,  and  so  easily  lead  to  severe  bacteriamiia. 
This  danger  can,  however,  be  avoided  by  doing  a  modified 
Porro's  operation. 

On  account  of  the  danger  of  infection  spreading  from 
paralysed  intestines  many  operators  make  it  a  rule  to  empty 
such  intestines  either  by  puncture  or  by  incision.  If  there 
is  only  partial  jmralysis  the  openings  are  sewn  up  again,  but 
if  it  is  coiTiplete  a  Hniall  drain  is  laid  in  each  opciiing.  and  the 
intestine  brongiit  out  through  the  abtloniinal  wound,  and 
Hurroutnlc(l  with  xeroform  gauze.  Three  such  openings 
should  he  made— one  near  the  circuni.  one  near  the  duodenum, 
and    one    ai)out    half    way    between    these    two    points.      If 
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you  cannot  replace  the  intestines  completely  you  must  wrap 
them  up  in  gauze  and  fix  them  Avith  a  bandage  on  the 
abdomen. 

It  is  probably  a  good  thing  to  introduce  at  the  same  time 
about  50  ccni.  of  a  2  per  cent,  solution  of  collargol  into  the 
peritoneum,  more,  however,  in  hope  of  aiding  elimination  of 
the  poison  than  of  checking  the  growth  of  the  bacteria. 

A  special  operation  has  been  proposed  mth  a  view  of  pre- 
venting the  occurrence  of  general  peritonitis.  It  consists  in 
separating  as  far  as  possible  the  uterus  from  its  surroundings, 
administering  large  doses  of  iodine,  and  stimulating  the  action 
of  the  kidneys. 

The  uterus  is  Rrst  thoroughly  washed  out  and  plugged  with 
10  per  cent,  iodoform  gauze.  Douglas"  space  is  then  opened, 
and  the  fluid  which  always  collects  there  in  these  cases  allowed 
to  escape.  The  linger  is  now  introduced  through  the  incision, 
and  adhesions  separated  as  far  as  possible,  and  the  pelvic 
cavity  plugged  with  5  per  cent,  iodoform  gauze  in  such  a  way 
that  the  gauze  is  everywhere  in  contact  with  the  pelvic  peri- 
toneum. This  is  often  followed  by  a  rigor,  and  then  by  a  fall 
of  temperature. 

The  urine  should  be  tested  every  three  hours  for  iodine, 
and  large  injections  and  subcutaneous  transfusions  of  saline 
solution  administered,  in  order  to  prevent  iodine  poisoning. 

The  uterine  plug  is  removed  after  three  days,  but  that  in 
the  pelvic  cavity  is  left  in  for  a  week,  by  which  time,  as  a  rule, 
the  microbes  have  disappeared. 

The  results  that  have  been  obtained  by  this  method  are 
most  brilliant.  Thus,  of  V^  cases  of  threatened  or  even 
commencing  peritonitis  in  which  the  operation  was  carried 
out,  only  2  per  cent.  died. 

In  cases  of  operation  for  general  peritonitis  the  patient 
should,  if  possible,  be  put  under  ether,  having  previouslv 
received  a  subcutaneous  injection  of  scopolamin-morphia,   or, 
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in  case  of  emergency,  under  scopolamin-morphia  anaesthesia 
combined  with  localised  anaesthesia  with  novocain. 

What  are.  then,  the  results  that  have  been  obtained  u])  to 
the  present  by  operating  on  cases  of  general  peritonitis  i 

The  surgeons  working  under  more  favourable  conditions 
than  the  obstetricians,  and  operating  very  early,  have  obtained 
71  per  cent,  of  cures  in  fibro-purulent  exudation  and  4-1:  per 
cent,  in  cases  of  ichorous  suppuration — in  all  (JO  per  cent,  of 
cures.  We,  however,  cannot  hope  to  obtain  this  result  in 
puerperal  cases  unless  the  operation  just  described  is  really 
successful  in  isolating  the  uterus,  and  thus  cutting  off  the 
centre  of  infection.  Chronic  cases  are  more  favourable,  and 
those  due  to  gonorrhoea  always  give  good  results,  though, 
perhaps,  we  get  the  results  in  spite  of  the  operation. 

Cases  where  there  are  collections  of  pus  in  Douglas' space  are 
very  favourable,  as  such  collections  are  easily  opened  and 
drained. 

The  removal  of  freshly  suppurating  tubes  and  ovaries  in  the 
puerperium  is  most  dangerous.  They  should  be  left,  if  possible, 
for  six  to  twelve  months,  by  which  time  t!ie  microbes  will 
l)robably  have  died  out.  If  this  cannot  be  done,  they  should 
be  opened  and  drained  through  Douglas"  space  or  removed  by 
laparotomy  in  two  sittings.  If  from  the  position  of  the  sac 
this  is  not  possible  we  should  open  thcin  through  the  inguino- 
lateral  incision  already  described. 

The  removal  of  the  uterus  ^;cr  vi((/iiiain,  in  order  to  get  at 
and  remove  such  pus  sacs,  is  in  recent  puerperal  cases  in  no 
case  to  be  recommended. 

Supj)urating  ovarian  cysts  should  be  removed  at  once,  if 
possible,  otherwise  they  should  be  opened  at  one  or  two 
sittings,  and  later  on  entirely  removed. 

in.  T/ir  Removal,  or  Lujalure  of  In/lamed  Veim. — The 
removal  of  the  seat  of  infection  in  cases  of  metastatic 
bacteriacmia  is  of  great  importance.     This  is  possible  when 
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the  centre  of  infection  is  an  inflamed  or  thrombosed  vein, 
but  im})ossible  when  it  is  in  the  lymphatics,  or  in  the  valves 
of  the  heart,  or  in  the  lungs.  When  possible  the  infected 
thrombus  and  vein  should  be  removed,  and  the  diseased 
area  shut  of?.  This  is  much  easier  to  do  in  ear  cases  than  in 
the  puerperium. 

Cases  not  due  to  venous  thrombosis — e.g.,  those  from  in- 
fected heart  valves — must  be  excluded,  though  mistakes  will 
be  made  even  after  the  veins  have  been  exposed  and  carefully 
examined  at  the  operation.  It  is,  further,  most  difficult  to 
determine  the  extent  of  the  thrombosis  in  the  veins.  Should 
the  thrombosis  have  extended  to  the  renal  vein,  or  to  the 
inferior  vena  cava,  or  to  the  common  iliac  vein,  any 
operation  is  hopeless.  Indeed,  it  is  not  always  easy  to 
say  on  which  side  the  thrombosis  is,  or  whether  it  involves 
both  sides  or  not.  The  most  difficult  thing  of  all  is,  how- 
ever, to  determine  which  cases  are  suitable  for  operation. 

Acute  cases  are  unsuitable,  and  only  one  successful  case 
has  so  far  been  recorded.  Chronic  cases,  where  the  throm- 
bosis is  probably  circumscribed,  and  where  the  general  con- 
dition is  tolerably  good,  and  where  dangerous  metastasis  has 
not  already  taken  place,  are  more  favourable. 

But  such  cases  do  not  all  die  ;  indeed,  from  30— iO  per  cent, 
recover  without  operation.  So  unless  we  can  save  one-half 
or  more  there  is  no  positive  indication  for  the  operation. 
So  far,  however,  this  has  not  been  the  case,  for  up  to  the  end 
of  1905,  out  of  19  cases  operated  on,  only  (j  were  saved,  and 
even  then  we  must  ask  whether  some  at  least  of  these  cases 
might  not  have  got  well  without  the  operation.  At  present  we 
have  no  clear  and  satisfactory  indication  for  the  operation. 
One  of  the  chief  difficulties  is  to  settle  the  most  favourable 
time  for  operation.  It  has  been  proposed  to  consider  the  fifth 
rigor  as  giving  an  indication  for  the  operation,  and  this  is  so  far 
right,  as  there  is  then  every  probability  that  the  case  is  one  of 
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metastatic  bacteriaemia.  This,  however,  leaves  out  of  considera- 
tion the  cases  in  which  there  are  no  rigors,  which  are  said  to 
amount  to  a  third.  V.  Herff  does  not  operate  till  there  have 
been  more  than  five  or  six  rigors.  We  must,  however,  be  able 
to  exclude  the  presence  of  any  localised  abscess  and  to  demon- 
strate that  the  veins  are  really  thrombosed.  Moreover,  the 
patients  general  condition  must  be  relatively  good,  and  the 
pulse  strong.  Especially  must  we  be  able  to  eliminate  those 
forms  of  metastatic  bacteria3mia  which  occur  without  any 
inflammation  of  the  veins,  which  have  been  already  mentioned. 

The  most  dangerous  forms  of  metastatic  bacteriaemia  seem 
to  be  those  that  foHow  abortion,  or  manual  removal  of  re- 
tained placenta,  placental  polypi,  and  hydatid  mole,  as  also 
cases  of  placenta  pracvia. 

A  thrombosed  internal  iUac  vein  can  be  felt  through  the 
vagina  or  rectum,  and  a  thrombosed  ovarian  vein  may  be 
palpated,  under  favourable  conditions,  as  a  hard  cord  passing 
from  the  infundibuliform  ligament  towards  the  sacro-ihac 
synchondrosis,  while  thrombosed  veins  in  the  broad  ligament 
can  be  felt  like  earth-worms. 

The  beginning  of  inflammation  in  the  common  iliac  or  in 
the  external  iliac  vein  may  be  known  from  slight  filling  up  of  the 
fold  of  the  groin,  followed  by  painful  swelling  of  the  thigh. 

The  Operatiun. — If  we  propose  to  remove  the  intlamed  veins 
or  thrombi,  it  must  be  done  by  die  inguino-lateral  incision, 
whereas  if  we  only  want  to  tie  the  thrombosed  vessels  it  is 
better  to  open  the  abdomen.  If  the  latter  method  is  chosen 
it  is  then  easy  to  palpate  the  thrombosed  ovarian  and  internal 
iliac  veins.  An  aneurysm  needle  is  easilv  passed  round  the 
former,  but  to  tie  the  latter  the  internal  iliac  artery  must 
first  be  exposed  and  drawn  to  one  side.  The  peritoneum, 
that  has  been  divided  in  order  to  get  at  these  veins,  is  then 
sewn  uj».  Tying  both  hyj)ogastric  veins  is  followed  by  great 
cL'dema  of  the  pelvic  organs,  and  the   vulva  becomes  greatlv 
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swollen.  Should  it  be  found,  however,  that  these  veins  are 
healthy,  and  that  the  centre  of  infection  is  in  the  uterine 
veins,  it  will  then  probably  be  well  to  remove  the  uterus  in  the 
manner  presently  to  be  described. 

We  will  now  shortly  consider  the  views  put  forward  by 
Seitz  in  the  paper  already  alluded  to.  He  gives  thirty-eight 
cases,  including  one  of  his  own,  as  to  the  frequency  of  the 
thrombo-phlebitic  form. 

Lenhartz  thinks  that  in  half  the  fatal  puerperal  cases 
thrombo-phlebitis  is  found  at  the  fost-nwrtem. 

Two  very  important  points  are — (1)  that  its  starting  point 
is  almost  always  the  endometrium,  and  especially  the  placental 
site  ;  and  (2)  that  it  is  usually  uncomplicated  by  lymphangitis, 
while  peritonitis  is  comparatively  common.  Thus,  v.  Winckel 
found  peritonitis  in  5  cases  out  of  12,  and  Lenhartz  in  14  out 
of  32  cases,  or  40  per  cent.  Hence,  every  case  of  peritonitis 
after  operation  is  not  necessarily  due  to  the  operation. 

The  Position  of  tJie  Thrombosis. — There  is  great  difference 
of  opinion  whether  the  internal  iliac  or  the  ovarian  vein  is 
oftenest  affected,  and  whether  the  disease  is  more  often  con- 
fined to  one  side  or  involves  both.  We  may  diagnose  throm- 
bosis of  the  ovarian  vein  from  feeling  masses  like  earth- 
worms in  the  broad  ligament. 

Prognosis  of  Puerperal  Pyemia. — The  mortality  is,  according 
to  V.  Winckel,  95  per  cent.  Bumm  puts  it  at  83  per  cent., 
while  Lenhartz  gives  it  as  65  per  cent.  Better  results  are 
given  by  Seegert,  from  Olshaussen's  Clinique,  where  out  of 
70  cases  that  occurred  after  labour  at  full  term  39  per 
cent,  died ;  while  Opitz  has  collected  339  cases,  with  a 
mortaUty  of  55.2  per  cent.  Seitz  concludes  that  taking  all 
cases  of  pyaemia,  the  mortality  is  from  55  to  GO  per  cent.,  and 
that  the  really  bad  cases  give  a  mortality  of  60  per  cent. 
The  results  of  the  38  cases  of  operation  collected  by  him  give 
a  mortality  of  62  percent.,  whicli  is  very  Uttle  better  than  that 
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obtained  by  the  expectant  treatment.  If,  however,  we  examine 
these  cases  individually  we  find  that  of  the  37  cases,  10  already 
had  thrombosis  of  the  vena  cava.  One  of  them  was  evidently 
quite  recent,  and  may  have  happened  after  the  operation. 
These  should,  therefore,  be  deducted  from  the  total  number. 
In  three  cases  it  was  found  at  the  post-mortem  that  the 
ligature  had  not  been  applied  sufficiently  far  up  on  the  vessel 
to  cut  off  the  thrombus  from  the  general  circulation.  One 
died  from  heart  collapse  after  the  operation,  but  she  had 
suffered  previously  from  advanced  valvular  disease.  In  one 
case  the  peritonitis  was  due  to  rupture  of  the  vein  wall  and 
the  escape  of  broken  down  thrombus  into  the  peritoneum. 
A  case  of  HaeckeVs  died  of  septic  pneumonia  which  came  on 
before  the  operation  ;  while  in  two  of  Lenhartz's  cases  there, 
was  abscess  of  the  lungs  and  serious  degeneration  of  the  heart. 
Thus,  of  the  23  fatal  cases  there  are  19  in  which  there  is  no 
doubt  that  they  would  certainly  have  died  without  the 
operation. 

The  indications  for  the  operation  are  difficult  to  settle,  and 
it  should  not  be  performed  till  after  the  fifth  rigor. 

Of  12  acute  cases,  3,  or  25  per  cent.,  were  saved.  An  acute 
case  is  when  the  operation  is  performed  within  fourteen  days 
of  the  confinement — whereas  of  the  25  cases  that  were 
operated  on  at  a  later  period,  11,  or  45  per  cent.,  were  saved. 

Only  one  patient  died  as  the  result  of  the  operation  itself, 
and  she  had  serious  valvular  disease  before  the  operation. 

The  chief  objection  against  the  operation  is  that  perhaps 
the  patient  would  have  recovered  without  it.  As  v.  Herff 
says,  "  each  rigor  may  be  the  last  one."  This  objection  is 
hard  to  answer,  but  Lenhartz  saved  one  out  of  his  8  cases, 
all  of  which  he  thought  were  certainly  going  to  die. 

The  good  effect  of  the  operation  is  undoubted  in  the  cases 
where  the  rigors  cease  at  once  ;  out  of  the  32  cases.  5  had  no 
more  rigors  after  the  operation,  and  2  had  very  sliglit  ones. 
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We  must  also  remember  that  we  cannot  quite  cut  off  the 
•diseased  area  from  the  circulation,  even  by  tying  the  four  veins. 
Again,  in  some  cases  the  daily  rigors  ceased  for  one  to  three 
•days,  but  returned  as  soon  as  a  collateral  circulation  was 
estabUshed. 

The  presence  of  lymphatic  septicaemia  is  a  contradiction 
to  the  operation. 

It  still  remains  to  determine  what  cases  should  be  operated 
on,  and  we  must  confess  that  up  to  the  present  we  have 
discovered  no  certain  indication  for  the  operation  or  for  the 
time  when  it  should  be  performed.  Once  the  diagnosis  is 
made  we  should  operate  on  every  case  which  other^^'ise  seems 
hopeless — i.e.,  where  the  rigors  are  frequent,  the  temperature 
high,  the  pulse  poor,  the  lungs  involved,  and,  as  has  been 
recently  shown,  where  there  is  an  absence  of  eosin-coloured 
cells  and  a  serious  diminution  in  the  amount  of  haemoglobin 
in  the  blood.  If  possible  we  should  wait  till  the  case  has 
become  chronic  and  there  are  indications  that  the  disease 
has  become  localised. 

Septic  pneumonia  and  lung  abscess  contra-indicate  the 
operation,  as  does  serious  implication  of  the  kidney  or  throm- 
bosis of  the  vena  cava. 

There  are  three  methods  of  operating — (1)  Extra  peri- 
toneal ;  (2)  Transperitoneal ;  (3)  Vaginal. 

V.  Heri!'s  conclusions  are  as  follow : — 

1.  Ligature  of  the  veins  is  not  a  dangerous  operation  in 
cases  of  puerperal  pyaemia.  Of  the  37  kno\\Ti  cases  only  one 
could  be  thought  to  have  died  from  the  operation,  and  this 
one  is  not  certain. 

2.  All  the  cases  operated  on  were,  almost  TN^ithout  exception, 
serious  or  most  serious  ;  and  of  the  37  cases,  38  per  cent,  were 
cured,  whereas  the  percentage  of  recovery  in  severe  cases  not 
operated  on  is  not  more  than  33  per  cent. 

3.  The  prognosis  is  best  in  chronic  cases,  of  which  -io  per 
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cent,  were  saved,  while  of  the  acute  cases  only  25  per  cent.. 
recovered. 

4.  The  best  results  were  obtained  by  cceUotomy,  with 
45  per  cent,  successful  cases,  whereas  the  recoveries  after  the- 
intra  peritoneal  operation  were  only  27.5  per  cent. 

5.  All  four  veins  should  be  tied,  as  proposed  by  Bumm, 
except  where  obviously  one  side  only  is  affected,  and  in  these 
the  internal  iliac  vein  must  always  be  tied,  and  also  a  middle 
iliac  vein  if  it  is  present. 

6.  Resection  of  the  vein  should  be  confined  to  those  cases 
where  an  escape  of  pus  from  the  vein  is  threatened. 

7.  Further  experience  is  required  to  enable  us  to  form  a 
judgment  as  to  the  vaginal  removal  of  the  thrombosed  veins, 

8.  The  cases  most  suitable  for  oi)eration  are  those  of  severe 
thrombo-phlebitis,  in  the  sub-acute  stage,  and  without 
lymphangitis.  If  we  wait  too  long  we  increase  the  probability 
of  thrombosis  of  the  vena  cava  and  extensive  metastases 
taking  place. 

9.  SUght  compUcations  in  the  lungs  are  not  a  contra  indica- 
tion, but  if  abscess  of  the  lung,  septic  pneumonia,  and  serious 
degeneration  of  the  heart  be  present,  no  operation  is  allowable. 

10.  Abdominal  section  and  ligature  of  the  veins  may  be 
looked  on  as  an  established  operation,  and  if  carried  out  at 
the  right  time  in  suitable  cases  is  calculated  to  diminish  the 
mortality  in  cases  of  severe  puerperal  pyaemia. 

IV.  The  Removal  of  the  Uterus. — This  is  similar  to  the 
amputation  of  a  limb  in  order  to  remove  a  centre  of  infection 
contained  in  it,  and  theoretically  we  must  recognise  a  point 
when  the  removal  of  the  uterus,  if  it  be  the  centre  of  infection, 
would  save  the  patient.  The  removal  of  the  infected  uterus 
is  open  to  the  objection  that  if  we  do  it  ^;rr  vagiuam 
we  probably  infect  the  pelvic  connective  tissue  with  subse- 
quent bacteria'mia,  while  if  we  do  it  by  the  abdomen 
we    infect     the    poritoneuni     with     coiLsequent     peritonitis. 
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Still  there  are  a  number  of  cases  where  there  is  a  positive 
indication  to  remove  the  uterus  in  the  puerperium,  such  as 
rupture,  or  great  injury,  or  perforation  of  the  uterus.  Even 
a  badly  infected  ovum  may  be  an  indication,  but  this  is  rare  ; 
or  sloughing  myomata  and  retention  of  an  ovum  or  portions  of 
placenta.  In  these  latter  cases  operation  saves  only  a  third 
-at  full  term,  and  only  a  half  after  abortion. 

But  the  indications  are  not  so  clear  in  cases  of  inflammation 
of  the  uterus,  and  the  conditions  are  quite  altered  if  there  are 
symptoms  of  peritonitis  coming  on,  while  if  the  peritonitis  has 
become  general  there  is  no  use  in  removing  the  uterus. 

Hence,  it  has  been  proposed  in  cases  of  streptococcic 
endometritis  to  remove  the  uterus  at  once — i.e.,  from 
23-100  hours  after  its  onset. 

Various  efforts  have  been  made  to  find  some  symptom  that 
will  give  the  indication  for  this  measure,  such  as — (1)  finding 
pathogenic  bacteria  in  the  blood  ;  (2)  great  increase  in  the 
polynuclear  leucocytes,  a  diminution  in  the  number  of  nuclei 
contained  in  the  cells,  with  one  or  only  a  few  nuclei,  and  a 
total  absence  of  eosin-coloured  cells  ;  (3)  a  still  more  un- 
favourable condition  of  the  blood  is  a  diminution  of  the 
leucocytes  below  4,000,  especially  if  accompanied  by  a  dinium- 
tion  in  the  numl^er  of  the  nuclei,  and  a  total  absence  of  eosin- 
<;olouring  cells.  None  of  these  indications,  though  very  good, 
is  absolute. 

The  results  that  have  hitherto  been  obtained  by  removal 
of  the  uterus  in  cases  of  bacteritemia  occurring  in  the  puer- 
peral state  are  not  encouraging.  Three  quarters  of  the 
patients  who  were  operated  on  for  retention  of  portions  of 
the  ovum  after  labour  at  full  term  died,  and  one-half  of  those 
who  were  operated  on  for  the  same  cause  after  abortion; 
while  the  mortality — when  the  indication  was  severe  inflam- 
mation of  the  uterus — was  7G  per  cent.,  whether  at  full  time 
■or  after  abortion.      As  the  general  mortality  of  puerperal 
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fever  may  be  put  down  as  from  15  to  20  per  cent.,  and  that 
of  the  worst  cases  at  50  per  cent.,  the  removal  of  the  uterus, 
even  if  confined  to  the  worst  cases,  which  is  far  from  being 
the  case  up  to  the  present,  increases  this  mortahty  instead  of 
diminishing  it.  The  cause  of  death  after  the  operation  is 
most  commonly  general  peritonitis,  which,  if  not  already 
present  before  the  operation,  is  due  to  an  infection  of  the 
peritoneum  by  the  lochia,  or  by  an  extension  of  inflammation 
from  the  stumps,  or  from  bacteritemia  from  these  as  a  centre. 
These  dangers  can  certainly  be  lessened,  and  probably  be 
entirely  prevented,  if  proper  precautions  are  taken,  if  cases 
are  excluded  where  infective  emboli  are  already  present  in  the 
lungs,  liver,  spleen  or  kidneys,  and  the  patient's  general 
condition  is  not  desperate.  The  danger  of  removal  is  also  les- 
sened by  performing  Porro's  operation  with  thorough  cauteriza- 
tion Oi  the  stump. 


Dr.  a.  Holmes  said  it  was  very  hard  to  make  up  one's  mind, 
with  a  case  not  undoubtedly  septic,  as  to  whether  an  operation 
was  justifiable  or  not.  He  had  seen  cases  apparently  at  the  point 
of  death  get  perfectly  well.  Evacuation  was,  of  course,  the  best 
means  of  dealing  with  localised  pus  ;  and  the  opening  through 
the  posterior  forni.K — an  easy  operation  which  did  not  necessitate 
the  removal  of  the  patient  from  bed — had  been  followed  by  good 
results.  When  one  considered  the  number  of  septic  cases  that 
e.-risted  the  mortality  was  really  very  small,  and  the  number 
of  cases  of  sepsis  that  recovered  was  very  large,  and  he  con- 
sidered that  it  would  be  unwise  to  operate  in  all  cases  until 
differential  diagnosis  was  more  perfect. 

Professor  Alfred  Smith  said  he  knew  of  no  uterine  afftn^tion 
in  which  they  seemed  to  be  more  at  sea  than  in  the  treatment 
of  puerperal  fever  ;  and  while  the  Section  was  deeply  indebted  to 
Sir  A.  Macan  for  his  thought-stimulating  paper,  he  did  not  think 
that  it  showed  any  particular  advance  on  the  part  of  surgery  in 
that   line.     They   accepted   generally   the   two  great   classes  of 
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infection — pyogenic  and  sapropli\'tic  ;  and  they  divided  the 
former  into  the  forms  in  which  the  infection  was  carried — (o)  by 
the  lymph  ducts,  and  (&)  by  the  blood-stream.  Bumm  had 
demonstrated  the  fact  that  if  a  patient  was  infected  by  strep- 
tococcus, the  infection  developed  and  spread  with  such  rapidity 
that  there  was  no  time  for  the  surgeon  to  intervene.  They 
were  all  in  agreement  as  to  the  necessity  of  draining  in  cases 
of  pus  formation,  though  there  was  a  difference  of  opinion  as  to 
the  way  in  which  they  should  reach  the  abscess.  Sir  A.  Macan 
had  proposed  a  special  operation  with  a  view  to  preventing  the 
occurrence  of  general  peritonitis  ;  but  he  could  not  see  the  advan- 
tage of  packing  the  entire  pelvic  cavity,  seeing  that  the  uterus, 
in  a  septic  woman,  after  confineraent,  was  almost  up  to  the 
umbilicus,  and  that  on  the  posterior  wall  of  the  uterus  there  was 
the  great  lymphatic  plexus  carrying  large  numbers  of  streptococci. 
On  the  Continent  and  in  America  cases  had  been  successfully 
treated  by  ligation  of  the  inflamed  veins,  but  the  whole  difficulty 
was  to  determine  when  one  should  interfere  at  all  by  operation. 
He  believed  that  the  success  of  surgical  procedures  would  be  found 
in  an  early  recognition  of  grave  cases,  and  in  early  operation. 
AVhen  they  had  more  knowledge  as  to  the  t\^e  of  bacillus  that 
was  causing  the  trouble  they  might  be  able  to  do  something  to 
stem  the  fatal  cases,  and  they  might  be  able  to  devise  methods 
to  get  a  backward  flow  in  the  lymph-ducts,  so  as  to  prevent  tlie 
invasion  of  the  system. 

Dr.  Purefoy  said  he  refused  to  believe  that  any  examination 
of  the  contents  of  the  uterus  would  enable  them  to  make  up 
their  minds  in  every  case,  or  even  in  any  considerable  number  of 
cases,  on  the  point  of  operative  interference.  In  the  cases  of 
streptococcus  infection,  the  spread  of  the  disease  was  so  rapid, 
and  its  diffusion  through  the  system  so  general,  that  surgical 
measures  did  not  hold  out  hope  of  saving  life.  They  wore  unwil- 
ling to  resort  to  early  operation  in  these  cases,  because  they  were 
aware  that  apparently  hopeless  casas  had  recovered,  and  they 
were  unable  to  determine  the  power  of  resistance  in  the 
patient. 

Dr.  FitzGibbon  said  the  great  difiiculty  in  treating  by  non- 
operative  methods  depended  on  diagnosticating  whether  the  condi- 
tion was  still  localised  or  general,  and  anticipating  general  infection. 
If  the  infection  luid  become  general,  it  then  became  a  question 
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whether  the  patient  could  ficrht  the  infection  by  natural  resistance, 
and  the  only  possible  treatment  they  could  adopt  was  the 
introduction  of  antitoxins  or  vaccines  to  assist  the  system. 

Dr.  H,  Jellett  said  the  more  he  thought  about  the  subject  the 
more  hopelessly  he  seemed  to  be  at  sea.  He  could  not  under- 
stand where  the  operative  treatment  of  acute  puerperal  fever 
came  in.  The  operative  treatment  of  local  infections  had  been 
recognised  for  some  time,  but  this  was  not  what  they  were  con- 
cerned with.  Even  if  the  presence  of  streptococci  in  the  uterus  was 
shown,  the  bacteriologist  could  give  them  no  help  as  to  the  viru- 
lence of  the  organism  until  after  injection  into  animals,  and  by 
that  time  either  the  patient  was  better  or  it  was  too  late  for 
operation.  If  the  infection  had  not  extended  into  the  peritoneal 
cavity  it  was  contrary  to  all  cur  present  ideas  to  open  up  the 
cavity.  If  the  infection  had  gone  beyond  the  uterus,  the  analogy 
of  limb-infection  w^as  fallacious,  because  the  uterus  was  so 
intimately  bound  Tip  with  its  connective  tissue  and  lymphatics 
that  the  removal  of  the  infection  by  removing  the  uterus  seemed 
hopeless.  If  a  patient  got  into  a  chronic  condition  of  pytemia 
he  could  imagine  that  by  removing  the  source  of  the  infection  in  the 
uterus  they  might  do  a  certain  amomitof  good,  as  the  extension  of 
infection  during  the  operation  might  be  successfully  overcome  by 
the  resistance  set  up  by  a  long  period  of  vaccination,  so  to  speak. 
But  in  the  early  stage  it  did  not  seeiu  possible  to  remove  the 
uterus,  ^vith  its  load  of  infection,  and  to  open  up  the  peritoneal 
cavity,  without  giving  the  patient  such  a  dose  of  the  organism 
as  would  do  away  with  any  good  got  by  removing  the  prinn^ 
source  of  the  infection.  Pryor,  in  America,  had  said,  nine  or  ten 
years  ago,  that  when  there  was  a  case  of  infection  of  the  uterus 
that  did  not  respond  immediately  to  douching,  they  should  open 
up  Douglas'  pouch  straight  away,  and  break  down  any  adhesions 
and  plug  the  pouch.  His  results  were  very  good  ;  but  he  (Dr. 
.Jellett)  could  not  help  thinking  that  Dr.  Pryor  operated  on  many 
cases  that  would  liave  cot  well  without  operation. 

Dr.  Hornb  said  it  was  comparatively  seldom  that  one  now 
saw  a  case  of  acute  septic  infection.  The  paper  stated  that  the 
fifth  rigor  was  an  indication  for  operation,  but  in  some  of  the  very 
worst  cases  there  was  possibly  only  one  rigor  at  thf  beginning, 
and  to  wait  for  the  fifth  would  be  to  wait  until  too  late.  The 
plugging  of  the  utrrus  and  the  oprning  of  tlir  posterior  ctifdr-sac 
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■was  an  admirable  treatment,  whicli  lie  had  adopted  with  very 
good  results. 

Dr.  O'Farrell  said  that  Professor  Sondern,  a  New  York 
pathologist,  claimed  that  by  means  of  a  general  and  differential 
leucoc}i;e  comit  he  was  able  not  alone  to  ascertain  the  presence 
•of  a  septic  infection  but  also  to  estimate  the  body  resistance. 
Relative  increase  in  polymorphonuclears  indicates  the  presence  of 
sepsis  and  the  degree  of  leucocytosis  the  condition  of  the  body  re- 
sistance. It  is  not  claimed  that  this  is  universally  accurate,  but  Dr. 
Sondern  considers  it  so  important  that  he  has  an  assistant  on  duty 
in  his  laboratory  day  and  night,  so  as  to  be  able  to  examme  any 
patient's  blood,  and  let  the  surgeon  know  without  delay  whether 
the  blood  conditions  are  such  as  to  make  operation  desirable. 

Sir  W.  Smyly  said  it  was  very  unlikely  that  any  one  of  them 
would  meet  mth  more  than  a  very  few  cases  in  which  operative 
interference  was  required ;  and  as  it  had  been  laid  down  that  they 
could  not  judge  the  value  of  any  particular  line  of  treatment 
upon  less  than  a  hundred  cases,  it  would  probably  take  some 
'Centuries  before  any  one  institution  would  yield  a  sufificient 
number  of  cases.  They  had,  therefore,  to  collect  results  from  a 
great  number  of  hospitals,  and  Sir  A.  Macau's  paper  was  a  valuable 
•epitome  of  such  results.  He  (Sir  W.  Smyly)  objected  to  the  title 
puerperal  fever.  In  the  old  days  it  was  restricted  to  acute 
lymphatic  sepsis.  Dr.  Churchill  had  stated  long  ago  that  he  had 
seen  only  seven  cases  of  puerperal  fever,  and  it  was  evident  that  the 
great  majority  of  cases  spoken  of  by  Sir  A.  Macan  were  cases  of 
localised,  not  general,  sepsis.  In  douching  the  uterus  they  were 
liable  to  do  harm  by  opening  up  channels  for  the  absorption  of 
septic  materials.  One  of  the  lirst  things  they  had  to  do  in  a 
•case  of  acute  fever  following  childbirth  was  to  try  and  clear  the 
uterus  with  the  finger,  and  he  did  not  think  there  was  any  diffi- 
culty in  doing  so  if  they  gave  the  patient  an  anaxthetic.  He 
was  not  inclined  to  give  up  the  flushing  spoon-curette,  and  he 
thought  the  introduction  of  the  brush  would  be  more  dangerous 
than  the  spoon.  In  treating  puerperal  fever,  they  should  be 
careful  not  to  take  the  part  of  the  micro-organisms  against  the 
organism  of  the  woman.  The  contest  going  on  in  her  system 
was  one  of  such  great  complexity  that  one  felt  very  diflideut 
to  interfere  ;  and  it  was  very  doubtful  that  a  serum  would  not 
take  the  part  of  the  bacteria  against  the  tissues. 
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The  President  said  his  experience  was  that  puerperal  infection 
was  common.  Fortunately,  in  the  majority  of  cases,  it  was  of  a 
mild  type,  and  there  was,  in  his  experience,  no  complaint  so 
amenable  to  surgical  treatment.  He  divided  it  into  the  mild, 
acute,  and  chronic  types.  The  mild  type  was  eminently  suited 
for  surgical  interference.  The  chronic  type  was  that  dealt  with 
for  the  most  part  by  Sir  A.  Macan,  and  the  acute  type  was 
outside  the  pale  of  all  treatment.  He  divided  operative  treat- 
ment into  the  mild,  the  intermediate,  and  the  drastic.  Under  the 
mild  he  put  raising  the  bed,  douches,  exploration  of  the  uterus, 
draining  pus  pools  in  the  uterus,  replacing  a  retroflexed  uterus, 
the  removal  of  pieces  of  placenta  and  membrane  by  the  fingers. 
These  could  be  undertaken  without  chloroform  in  the  patient's 
own  bed,  and  were  highly  successful.  The  intermediate  (Pryor's) 
operation  could  be  done  in  the  patient's  o\\ii  bed,  but 
required  an  anaesthetic  ;  it  could  be  conducted  ^\•ithout  fear  of 
injuring  the  patient,  and  it  was  largely  diagnostic  as  well  as 
curative.  The  evacuation  of  pelvic  pus  through  the  vagina  did 
not  seem  to  give  rise  to  septic  infection.  The  more  septic  matter 
they  got  out  of  the  system  the  better  chance  the  leucocvtes  had 
to  fight  the  remaining  infection,  and  the  opening  through  thf^ 
posterior  fornix  nearly  always  let  free  a  pool  of  turbulent  peri- 
tonitic  fluid  in  Douglas'  cul-de-sac.  If  they  could  get  a  pelvic 
peritonitis  well  established  the  patient  would  probably  worry 
through,  and  no  procedure  was  more  adapted  to  that  purpose 
than  plugging  the  whole  pelvic  cavity  with  iodoform  gauze.  He 
believed  it  impeded  the  circulation  in  the  lymphatics.  The 
anspsthetic  was  unfortunately  very  harmful  when  given  to  a  septic 
patient.  Until  their  knowledge  was  more  precise  and  their  method 
of  operation  less  calculated  to  bring  about  the  dreaded  shock,  he 
did  not  think  he  would  ever  again  open  the  abdomen  above  the 
pubcs  with  the  idea  of  tying  off  veins  or  removing  a  septic  uterus. 
Anti-streptococcus  serum  was  worthless  when  the  disease  had 
developed,  though  valuable  as  a  prophylactic  remedy.  Where 
])us  hud  burst  into  the  abdomen,  he  gave  the  serum  straight 
off.  Vaccines  were  not  applicable  for  such  cases.  Lactate  of 
calcium  would  probably  lock  up  the  blood  in  the  veins  almost 
as  well  as  by  ligature. 

Sir  a.  V.  Macan,  in  reply,  said  it  might  re(|uire  a  luuulred 
cases  to  make  statistics,  l)ut  it  did  not  require  that  number  to 
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enable  them  to  have  ideas  on  the  subject.  He  had  himself 
expressed  his  objection  to  the  term  puerperal  fever,  but  there  was  no 
other  term  that  embraced  all  the  states  including  sepsis.  The  uterus 
had  been  recognised  for  along  time  as  the  source  of  the  infection, 
and  theoretically  they  must  recognise  a  point  at  which — if  they 
could  settle  it — the  removal  of  the  septic  centre  would  be  sufficient 
to  stop  the  spread  of  the  disease.  The  earlier  they  operated,  the 
more  successful  they  would  be,  but  the  more  doubtful  it  would 
be  as  to  the  success  of  the  operation.  There  was  no  finality  in 
the  operation  ;  they  were  only  at  the  beginning  of  it,  and  he- 
believed  there  was  a  great  future  before  it. 


TUBERCULOUS  SALPINGITIS. 

By  E.  D.  PUREFOY,  M.D.,  F.R.C.S. ; 

Ex-Master  of  the  Rotunda  Hospital. 

[Read  in  the  Section  of  Obstetrics,  March  13,  1908.] 

The  Fallopian  tubes  take  an  important  and  indispensable 
part  in  the  complex  processes  concerned  in  the  reproduction 
of  our  race,  and  failure  in  the  discharge  of  their  functions, 
either  from  malformation  or  disease,  must  be  reckoned  one 
of  the  commonest  causes  of  sterihty.  Consequently,  the 
structure  and  the  diseases  of  the  tubes  deserve  the  careful 
study  of  every  practical  obstetrician  and  gynaecologist,  and 
though  much  attention  has  been  of  late  years  bestowed  on 
them,  our  knowledge  on  some  points  remains  inadequate. 
For  instance,  the  condition  termed  hydrosalpinx  appears  to 
arise  under  many  diverse  conditions,  and,  according  to  one 
English  writer,  may  even  be  a  late  stage  in  pyosalpinx.  Again, 
it  is  at  least  probable  that  congenital  malformation,  or  disease 
of  the  tube,  plays  an  important  part  in  bringing  about  tubal 
pregnancy,  but  writers  are  by  no  means  agreed  on  the  subject. 
F'or  many  reasons  tuberculous  salpingitis  more  than  any  other 
affection  of  the  Fallopian  tubes  deserves  careful  study.  Post- 
mortem examination  shows  that  the  genital  organs  are  affected 
in  7  per  cent,  of  all  cases  of  tuberculosis,  and  the  tubes  in 
i>0  per  cent,  of  all  these.  The  condition  is  generally  bilateral, 
and  in  about  18  per  cent,  is  primary,  though  much  discussion 
has  arisen  as  to  how  this  occurs.  Possibly  tubal 
epithelium,  damaged  by  the  gonococcus,  cannot  resist  the 
invasion  of  the  bacillus,  a  condition  homologous  to  tuber- 
culous diseases  of  the  testis  following  gonorrhoeal  orchitis. 
Some  hold  that  the  bacillus  enters  the  organism  elsewhere. 
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without  causing  changes  at  the  seat  of  entrance,  and  settles  in 
the  tube.  In  most  cases,  however,  tuberculosis  of  the  tubes 
is  secondary  to  that  of  other  organs,  and  due  to  infection 
from  the  blood  or  from  the  neighbouring  organs.  Three 
forms  of  it  have  been  recognised  : — 

1.  A  tubercular  perisalpingitis,  in  which  the  serosa  only 
is  the  seat  of  granulations. 

2.  A   miliary  parenchymatous   salpingitis,   in    which    the 
mucosa  and  musculosa  are  both  affected. 

3.  A  tubercular  endosalpingitis,  in  which  the  mucosa  alone 
is  involved. 

If  the  germ  attacks  the  tubal  mucous  membrane  in  the 
acute  miliary  or  chronic  form,  irritation  and  inflammation 
are  set  up,  free  round-celled  infiltration  and  scattered  tubercle 
may  be  observed  ;  giant  cells  are  scarce,  as  the  tuberculous 
masses  break  down  quickly,  but  the  tubercle  bacillus  abounds. 
Extensive  destruction  of  the  mucosa  takes  place,  often  with 
infiltration  of  the  muscular  coat.  In  the  chronic  form  the 
infiltrated  plicae  swell,  and  through  union  of  their  edges, 
cyst-like  spaces,  lined  with  epithelium,  are  formed.  The 
tuberculous  growth  is  often  exuberant  so  as  to  simulate 
cancer  or  sarcoma  ;  giant  cells  are  usually  detected  in  con- 
siderable numbers,  while  the  specific  bacilli  disappear.  The 
ostium  does  not  always  close,  and  sometimes  the  morbid 
contents  of  the  tube  are  discharged,  causing  local  or  general 
tubercular  peritonitis.  If  closure  occurs,  generally  through 
peritonitic  adhesions,  the  tube  dilates,  forming  a  pyosalpinx. 
It  is  to  be  remembered  that  such  a  swelling  may  result  from 
a  hydro-  or  pyosalpinx  secondarily  infected  with  tubercle. 
In  time,  such  a  dilated  tube  may  shrivel  up,  its  cheesy  contents 
becoming  infiltrated  with  earthy  salts  ;  its  diseased  walls 
undergo  a  kind  of  sclerosis,  through  free  development  of 
fibrous  tissue,  constituting  "salpingitis  interstitialis."  Fre- 
quently associated  with  tubercle  of  the  tubes,  though  not 
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pathognomonic  of  it,  is  the  interesting  condition  described  by 
Chiari  as  salpingitis  isthmica  nodosa,  due  to  very  irregular 
hypertrophy  of  the  muscular  coat,  forming  swellings,  some- 
times as  big  as  a  hemp  seed,  in  the  walls  of  the  uterine  ends 
of  the  tubes.  They  contain  cyst-like  spaces  lined  with  tubal 
epithelium,  probably  involutions  of  the  mucosa.  In  the 
opinion  of  some  writers  these  swellings  are  congenital,  originat- 
ing in  Miiller's  or  Wolff's  ducts. 

In  its  early  stages  the  diagnosis  of  tubercular  salpingitis 
is  beset  with  difficulty.  The  tubercular  diathesis  and  the 
jjresence  of  the  disease  in  other  organs  constitute  presumptive 
evidence  when  associated  with  pelvic  pain,  frequent,  periodical, 
and  localised,  along  with  slight  evening  rise  of  temperature. 
With  regard  to  the  last- mentioned  sign,  some  important  facts 
have  been  observed  during  recent  years.  In  the  first  place, 
there  may  be  an  appreciable  degree  of  menstrual  fever,  without 
organic  disease,  as  was  shown  by  a  case  recorded  in  one  of 
my  Rotunda  reports.  A  well-grown,  healthy-looking  young 
woman  was  admitted  to  hospital,  seeking  reUef  for  grievous 
l)ain  and  vomiting  every  month,  without  any  menstrual  flux. 
Examination  disclosed  a  very  imperfectly  developed  vagina, 
and  the  absence  of  the  uterus.  During  one  of  these  monthly 
paroxysms  her  temperature  reached  101°  F.  I  removed  the 
ovaries,  which  were  considerably  enlarged,  and  there  was  no 
further  trouble.  Some  ^v^iters,  such  as  Riebold.  explain 
ovulation  fever  by  the  supposition  that  owing  to  the  more 
active  exchange  of  the  body  duids  at  this  time  re-absorption 
takes  place  from  old  pathological  foci.  Further  obsecvation 
has  shown  that  in  many,  if  not  most,  phthisical  women  men- 
struation is  attended  by  elevation  of  temperature,  and  often 
ha;moptysis  as  well ;  both  may  be  dependent  on  changes  in 
the  lungs,  and  not  indicative  of  pelvic  disease.  Making  all 
due  allowance  for  the  clinical  facts,  we  should,  in  my  opinion, 
regard    with    suspicion    elevation    of    temperature    during 
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menstruation,  even  though  lor  a  time  no  other  evidence  of 
disease  may  be  obtainable.  When  the  disease  has  lasted 
for  some  time  local  signs  of  much  diagnostic  value  may  be 
detected  by  careful  vaginal  and  rectal  examination.  In 
Douglas'  space  and  about  the  utero-sacral  ligaments  granules 
and  nodules  may  be  found  ;  and  one  or  both  tubes  may  be 
felt  either  contorted  and  thickened,  or  even  already  con- 
verted into  an  easily  recognised  swelling,  with  or  without  an 
adherent  ovary.  The  interesting  fact  that  a  pyosalpinx  may 
become  twisted  on  itself,  as  happens  in  the  case  of  ovarian 
cysts,  was  first  pointed  out  on  the  Continent  by  Pozzi,  of 
Paris,  in  1897  ;  and  a  few  months  later  I  operated  successfullv 
on  a  similar  case,  which  is  figured  in  my  Rotunda  Hospital 
Report  for  1898,  and  is  the  first  instance  of  this  condition 
recorded  in  the  United  Kingdom.  Some  Avriters  affirm  that 
in  tubercular  salpingitis  the  menstrual  function  is  but  little 
affected  ;  my  opinion  is  that  in  the  majority  of  cases  men- 
struation becomes  either  much  diminished  or  much  increased 
in  amount,  and  in  either  event  attended  or  preceded  by  much 
pain.  Though  many,  or  most,  of  the  signs  and  symptoms 
here  enumerated  will  be  present  in  any  given  case,  the  disease 
under  consideration  sometimes  exists  when  the  general  health 
and  good  condition  point  strongly  to  a  different  conclusion. 
In  passing,  w^e  may  direct  attention  to  the  fact  that  after 
tuberculosis  of  the  tubes,  tuberculosis  of  the  fundus  uteri  is 
most  frequent,  and  the  part  of  fundus  adjacent  to  the  orifices 
of  the  tubes  is  most  often  affected.  This  was  very  well 
illustrated  in  a  case  which  I  saw  lately,  through  the  kindness 
of  the  Master  of  the  Rotunda.  The  woman  was  middle-aged, 
in  good  health,  and  very  good  condition,  but  sterile  and  much 
troubled  with  pelvic  pain.  Laparotomy  revealed  the  presence 
of  general  tubercular  peritonitis,  obliteration  of  the  lumen 
of  the  tubes,  and  some  caseating  and  calcareous  tubercular 
masses  embedded  in  the  fundus  uteri. 
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The  following  case  illustrates  many  of  the  points  empha- 
sized in  the  foregoing  remarks : — 

Case. — In  August  last  I  was  consulted  by  a  young  woman 
living  in  Co.  Galway  on  account  of  general  delicacy  and  pro- 
gressive loss  of  weight,  attended  with  constipation  and  much 
lassitude,  and  inability  for  continued  exertion.  She  was  pale, 
thin,  troubled  with  backache,  and  presented  the  aspect  of  one 
likely  to  become,  if  not  so  already,  the  subject  of  some  form  of 
tubercular  disease.  On  inquiry  I  was  told  that  menstruation  had 
begun  at  twelve  years  of  age,  and  had  become  too  frequent  and 
profuse ;  in  the  intervals  leucorrhoea  was  troublesome.  On 
making  a  vaginal  examination  I  found  the  uterus  of  normal  size, 
but  pushed  forward  and  to  the  right  by  an  irregularly -shaped 
mass  fixed  in  Douglas'  space,  nodular  on  its  vaginal  aspect,  of  no 
great  thickness,  and  rather  flattened  on  its  upper  surface.  The 
appendages  could  not  be  differentiated  on  either  side.  I  expressed 
the  opinion  that  some  operative  procedure  alone  was  likely  to 
effect  improvement  in  her  condition,  and  consent  to  this  was 
readily  granted.  On  opening  the  belly  the  bladder  was  found 
spread  over  the  fundus  of  the  uterus,  and  extensive  adhesions  in 
all  directions  entirely  concealed  the  appendages  of  both  sides. 
With  considerable  difficulty,  and  in  some  dread  of  doing  harm. 
I  extricated  a  mass  from  Douglas'  space,  consisting  of  the  right 
ovary  and  tube  enclosing  an  abscess  with  very  foetid  pus,  most 
of  which  escaped  during  the  process  of  removal.  Continuing  my 
efforts  to  loosen  adhesions,  I  brought  up  the  left  appendages,  the 
ovary  being  in  a  very  degenerate  condition,  and  the  tube  con- 
torted and  thickened.  The  foetor  of  the  extravasated  pus  was 
such  that  I  dreaded  some  injury  to  the  intestine,  and  was  much 
relieved  when  I  failed  to  detect  any  lesion  of  it.  A  gauze  drain 
was  brought  out  through  the  abdominal  wound,  and  left  in  for 
twenty-four  hours.  The  recovery  was  uneventful,  and  I  have 
received  excellent  accounts  of  the  patient's  present  condition. 

On  the  subject  of  treatment  there  is  not  much  to  be  said  of 
an  encouraging  nature.  It  has  been  observed  that  when 
laparotomy  is  deemed  advisable  in  tubercular  peritonitis. 
the  tubes  should  be  carefully  examined,  as  they  may  be  tln^ 
starting   point    of    the   disease,   and   the   prognosis   may   be- 


By  Dr.  E.  D.  PrEEFOY.  225 

favourably  affected  by  their  removal ;  but  in  such  a  case  this 
latter  step  would  not  be  warranted  unless  a  distended  state 
of  the  organs  was  apparent.  When  the  disease  is  only,  or 
chiefly,  in  the  tubes,  it  may  still  be  possible  to  leave  enough 
of  the  uterine  ends  to  secure  the  continuance  of  their 
functions.  In  more  advanced  cases,  where  extensive  intestinal 
adhesions  are  encountered,  much  time,  skill,  and  patience 
are  demanded  in  our  efforts  to  secure  a  successful  result.  It 
is  sometimes  very  difficult  to  locate  the  uterus  itself,  and  it  is 
often  advisable  to  have  it  drawn  up  by  a  ligature  fixed  in  the 
fundus,  while  we  are  engaged  in  extricating  the  distorted 
and  dislocated  appendages.  The  separation  of  adhesions  is 
sometimes  most  easily  effected  by  beginning  from  below,  and 
it  is  sometimes  a  wise  precaution  to  begin  by  tpng  the  ovarian 
artery,  a  step  likely  to  lesson  the  haemorrhage  attendant  on 
the  later  stages  of  the  operation. 


Sir  a.  V.  Macan  said  there  was  a  great  difficulty  as  to  the 
origin  of  primary  tubercle  of  the  tubes.  If  it  did  not  ascend 
or  descend  they  could  only  suppose  that  it  filtered  out  from 
the  blood.  SteriUty  was  one  of  the  earliest  effects  of  tubercle 
of  the  tubes,  and  he  was  not  sure  whether  it  would  be  much 
use  to  leave  a  small  portion  of  the  tube  in  such  cases.  He  had 
at  one  time  held  the  view  that  if  they  could  not  see  their  wav  to 
extirpate  completely  such  affection  of  the  tubes  they  had  better 
leave  them  alone,  but  now  he  thought  they  ought  to  remove  as 
much  as  was  possible,  and  trust  to  general  strength  to  get  rid 
of  what  was  left  behind. 

Professor  Alfred  Smith  said  they  were  struck,  in  operation, 
with  the  fact  that  it  was  of  little  use  to  leave  even  a  small  portion 
of  a  Fallopian  tube  behind  ;the  tube  became  so  thickened  that 
the  lumen  was  practically  useless,  and  seemed  to  be  another 
starting  focus  of  disease.  But,  when  the  tubes  were  removed, 
it  did  not  follow  that  the  uterus  should  be  removed  also.  If  it 
was  curetted,  it  would  probably  bo  found  to  contain  no  tuber- 
culous disease.  While,  however,  no  necessity  might  arise  for 
the  removal  of  the  uterus  in  tubercular  salpingitis,  it  might 
'be  good  practice  to  remove  it  in  staphylococcic  or  streptococcic 
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infection.  As  regards  drainage,  lie  was  of  opinion  that  it  was 
not  necessary  to  leave  in  a  tube  or  gauze-drain  ;  by  leaving  them 
in  they  courted  the  tendency  to  a  hernia  in  the  track  left  by 
the  drainage  tube. 

Dr.  Spencer  Sheill   said  he   had  under  his  care  a  case  of 

suspected  tubercular  salpingitis  in  which  intermittent  diarrhoea^ 

was  a  marked  symptom,  and  without,  so  far  as  he  knew,  any 

disease  of  the  intestines.     He  asked  if  Dr.  Purefoy  had  found 

this  to  be  a  usual  symptom  of  tuberculous  disease  of  the  tubes. 

Dr.  Jellett  said  that,  a  few  years  ago,  Dr.  Bond,  of  Leicester, 

had  brought  to  the  notice  of  the  Annual  Meeting  of  the  British 

Medical  Association  the  existence  of  what  he  called  "ascending 

mucous  currents,"  and  showed  how  methyl  blue,  deposited  in  the 

region  of  the  vagina,  was  found  afterwards  in  the  tubes.     This- 

suggested  one  mode  of  origin  of  primary  tubal  tuberculosis.     The 

infection  had  to  pass  through  the  uterus,  the  periodical  sweep 

out  of    which   probably  prevented  it   from   taking  root  there. 

He  was  strongly  against  the  wholesale  removal  of  the  uterus 

and  ovaries  in  these  cases.     Tuberculosis  of  the  ovaries  was  a 

very  rare  condition,  and  he  thought  that,  even  if  there  were 

adhesions  round  the  ovary  connecting  it  with  the  tube,  where 

at  all  possible,  one  or  both  ovaries  should  be  spared  ;  and  the 

same  thing  applied   to   the   uterus.       Drainage  might  be  very 

necessary  in  some  cases,  but  he  would  drain  through  the  vagina, 

and  in  cases  in  which  there  was  no  intestinal  infection  of  the 

tube  contents  he  would  not  drain  at  all. 

Dr.  Holmes  said  he  had  lately  seen  several  cases  where 
tubercle  was  suspected,  and  where  the  Calmette  reaction  was  tried. 
Three  out  of  four  cases  reacted,  and  evidently  the  condition  was 
in  a  very  early  stage. 

The  President  said  it  was  very  rare  that  tuberculous  tuln>s  were 
diagnosticated  until  they  had  opened  the  abdomen,  and  they  did 
not  always  recognise  them  even  then.  He  agreed  with  the  wisdom 
of  draining  in  Dr.  Purefoy's  case,  and  he  considered  the  brat 
plan  to  be  a  wick  of  iodoform  gauze  through  the  abdomen 
rather  than  through  the  vagina.  He  drained  more  with  the  hope 
of  exciting  a  localised  peritonitis  than  of  getting  septic  matter 
away.  The  cause  being  walled  off  would  prevent  the  infected 
area  spreading,  and  they  had  an  outlet  ft)r  any  infected  matter. 
lie  did  not  think  there  was  anything   in   the   fear  of  a  h<'rniA 
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forming.  His  experience  as  regards  leaving  the  ovaries  and 
tubes  was  not  at  all  that  of  Professor  Smith.  Dr.  Jellett 
had  pointed  out  that  it  was  very  rare  to  see  tubercular  tubes 
affecting  the  uterus ;  but  they  sometimes  saw,  just  at  the 
cornua,  an  isolated  tubercle  which  they  could  cut  out,  and  leave 
a  healthy  tube  behind.  If,  however,  the  tubes  were  removed, 
he  did  not  see  the  use  of  the  uterus,  if  for  no  other  reason  than 
that  women  were  more  subject  to  cancer  than  men,  and  that  the 
uterus  was  the  organ  most  prone  to  that  disease. 

Dr.  Purefoy,  in  reply,  said  he  agreed  as  to  the  wisdom  of 
avoiding  drainage,  except  for  some  good  reason,  such  as  he  thought 
he  had  in  the  case  before  them.  He  was  also  in  accord  with 
regard  to  the  retention  of  the  ovaries  where  possible.  He 
thought  it  was  quite  possible  that  diarrhoea  was  a  sign  of  tuber- 
culosis, but  he  had  not  had  the  condition  under  observation. 
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[Read  in  the  Section  of  Obstetrics,  May  29,  1908.] 

The  public  opening  of  our  new  wing  by  Her  Excellency 
The  Countess  of  Aberdeen  and  its  full  occupation  is  the  most 
important  event  to  chronicle  in  our  present  report. 

The  Hospital  is  now  well  equipped  to  meet  the  require- 
ments of  modern  gynaecological  and  obstetrical  practice.  It 
contains  85  obstetrical  and  36  gynaecological  beds,  together 
with  04:  cots  for  infants.  This  accommodation  has  proved 
ample,  and  it  has  no  longer  become  necessary  to  place  patients 
on  mattresses  laid  on  the  floor,  a  means  formerly  resorted  to 
as  the  only  alternative  to  refusing  them  admission.  Should 
further  accommodation  be  required  in  the  future  we  have 
still  space  available  to  permit  the  number  of  our  maternity 
beds  to  be  increased  to  well  over  100, 

It  is  more  than  likely  that  this  increase  will  be  found  neces- 
sary, for  our  patients  are  every  year  becvoming  more  educated 
to  the  benefits  derived  from  a  prolonged  stay  in  hospital. 
A  few  years  ago  numbers  insisted  on  leaving  the  house  as 
early  as  the  fifth  day  ;  those  who  annually  do  so  now  could  be 
counted  on  the  fingers  of  one  hand,  whilst  many  at  present 
ask  for  permission  to  stay  longer  than  eight  days,  and  their 
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request  is  invariably  granted.  If  this  custom  becomes  more 
general  it  will  compel  us  to  increase  our  beds. 

We  have  brought  the  nursing  stafE  up  to  its  full  strength  ; 
but  we  are  careful  not  to  train  nurses  in  excess  of  those 
absolutely  required,  nor  are  they  called  upon  to  perform  any 
duty  which  is  not  directly  connected  with  the  patients'  needs. 

The  changes  through  which  our  country  has  passed,  and  is 
passing,  have  made  it  more  than  ever  necessary  to  economise 
our  resources,  and  it  is  most  satisfactory  to  find  that  the 
enlargement  of  the  hospital  has  not  added  excessively  to  its 
administrative  expenditure.  The  alterations  necessitated  in 
the  boiler-house  in  consequence  of  this  enlargement  have 
enabled  us  to  heat  the  new  wing  and  lady-students'  quarters 
with,  steam  radiators,  to  double  the  supply  of  hot  water  to 
the  old  building,  to  feed  eight  additional  baths,  to  operate 
the  large  steam  sterilizer,  and  to  destroy  the  hospital  refuse 
with  a  consumption  of  fuel  less  than  that  which  was  consumed 
in  the  old  furnace,  now  replaced.  The  new  wing  is  lighted 
throughout  with  electricity,  and  we  have  availed  ourselves 
of  the  opportunity  offered  to  install  electric  hght  in  our 
theatres,  and  in  addition  to  employ  it  for  the  heating  of  our 
cauteries  and  the  illumination  of  cystoscope  lamps. 

INTERN   MATERNITY. 
MORBIDITY. 

Two  thousand  three  hundred  and  eighteen  women,  supposed 
to  be  in  labour,  or  suffering  from  the  complications  of 
pregnancy,  were  admitted  to  the  Maternity  Hospital,  and  of 
these  1,902  were  delivered  in  the  hospital,  or  one  less  than 
our  record  number  for  half  a  century. 

Our  morbidity  sho^vs  a  further  gratifying  decrease. 
Estimated  by  the  Rotunda  method  it  is  3.99  per  cent.,  as 
compared  with  4.33  per  cent,  in  the  previous  year.  By  the 
more  uncertain  method  of  the  British  ]\Iedical  Association  it 
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shows  a  more  marked  reduction — 6.41  per  cent.,  as  compared 
with  8.43  per  cent.  Unfortunately,  there  still  seems  to  be 
some  confusion  in  respect  to  the  precise  recommendations  of 
the  British  Medical  Association,  and,  accordingly,  I  may  be 
permitted  to  once  more  remind  you  of  them : — 

"  A  temperature  is  to  be  regarded  as  morbid  which 
reaches    100'  F.     on    any   two    occasions    between    the 
beginning  of  the  second  and  the  end  of  the  eighth  day. 
All  deaths   to    be    included   as    morbid,  irrespective  of 
temperature  ;   and  as  some  maternity  hospitals  do  not 
admit  abortions,  these,  for  the  sake  of  uniformity,  are 
eliminated  from  the  morbid  statistics.     The  temperature 
is  to  be  taken  in  the  month    twice    daily,    as   close   as 
possible  to  the  hours  of  8  a.m.  and  5  p.m.'" 
We  have  been  for  years  in  the  habit  of  giving  alcohol  freely 
in  septic  conditions,  and  the  decrease  in  the  amount  of  ex- 
penditure in  this  item  furnishes  another  interesting  indication 
of  the  change  for  the  better  which  has  gradually  been  brought 
about  (stimultants,  £41 — for  the  year  1903-4,  and  for  the 
year  covered  by  the  present  report,  £8). 

Again,  we  find  that  for  this  year  no  septic  fingers  have 
developed  amongst  any  of  our  nurses  or  ward-maids.  Under 
the  circumstances,  it  is  no  small  disappointment  to  have  to 
report  that  amongst  the  seven  fatal  cases  occurring  in  the 
hospital  four  were  due  to  sepsis.  Excluding  these  deaths,  no 
other  morbid  jnitiont  gave  us  an.vietv,  and,  indeed,  in  only 
two  was  the  morbidity  of  a  severe  type — one,  a  patient  who 
.suffered  from  placenta  prsevia,  and  the  other  from  an  adherent 
placenta  manually  removed.  The  case  of  placenta  pra?via 
was  53  days  in  liospiliil.  iind  the  case  of  adherent  placentA 
4^2  days. 

RKPORT. 

Reference  to  our  table  dealing  with  contracted  pelves  will 
show  that  amongst  the  fifteen  cases  reconliMl  none  are  included 


By  Dr.  E.  Hastings  Tweedy,  Master,  231 

-with  a  conjugate  vera  of  over  9  cms.,  and  the  Hst,  accordingly, 
demonstrates* to  no  ordinary  degree  the  improved  methods 
of  deUvery. 

Csesarean  section  was  resorted  to  three  times  with  absolute 
success  and  uneventful  recovery  for  both  mother  and  child, 
and  the  new  operation  of  pubiotomy  was  undertaken  five  times 
with  a  conjugate  diameter  of  6.5  cms.  in  one  instance,  and  as 
large  as  8  cms.  in  another  ;  all  the  mothers  made  good  re- 
•coveries,  but  one  child  was  stillborn.  In  the  first  case  I 
encountered  difficulties  from  haemorrhage  and  laceration  of 
the  soft  parts,  due  in  part,  no  doubt,  to  incorrect  technique. 
The  case  has  already  been  fully  reported  to  this  Section. 
The  patient  ran  a  morbid  temperature  for  17  days,  and 
was  not  permitted  to  walk  for  63  days.  This  was  an  un- 
necessary precaution,  as  I  first  learned  from  the  valuable 
paper  contributed  to  the  Section  by  the  present  Master  of 
the  Coombe  Hospital. 

With  the  remaining  four  cases  neither  hemorrhage  nor 
lacerations  complicated  the  operation,  though  in  the  second 
one  the  breaking  of  the  saw  was  an  unfortunate  incident. 

The  women  were  permitted  to  walk  on  the  17th,  14th, 
15th,  and  15th  days  respectively,  and  one  has  become  pregnant 
again,  and  no  doubt  will  soon  require  our  assistance. 

As  my  technique  has  undergone  considerable  change  since 
I  had  the  honour  of  reporting  to  you  my  first  case,  a  few 
general  remarks  on  this  subject  may  be  appropriate. 

I  have  made  it  a  point  to  do  all  these  operations  in  the 
labour  ward  with  the  patient  placed  on  the  ordinary  conchy 
as  I  think  by  doing  so  I  press  home  to  the  students  the  great 
educational  fact  that  such  an  operation  may  be  undertaken 
amidst  the  usual  domestic  surroundings. 

The  pubes  is  shaved  and  the  vagina  thoroughly  douched 
out  as  a  preliminary  to  plugging  with  pledgets  of  moist  cotton 
wool  in  the  manner  employed  for  accidental   hannorrhage. 
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This  plugging  has  the  effect  of  stretching  the  vagina  to  its 
utmost,  and  tends  to  prevent  subsequent  laceration  and  to 
hasten  delivery  when  once  the  bone  has  been  severed. 

Preparations  now  go  on  briskly;  these  include  boiling  forceps, 
catheter,  gloves,  silk  or  silk  worm,  curved  needles,  scissors, 
knife,  GigU's  saws  and  Doderlein's  needle  (the  instrument  I 
have  always  employed),  and  placing  the  patient  in  the  cross- 
bed  position  with  legs  held  apart  by  an  assistant  sitting  at 
either  side. 

The  plugs  are  now  taken  out,  having  remained  in  for  prob- 
ably half  an  hour  or  a  little  longer ;  again,  the  parts  are  dis- 
infected, the  bladder  emptied,  and  a  small  vertical  incision 
made  over  the  pubes  do\vn  to  the  bone,  about  three-quarters 
of  an  inch  from  the  symphysis.  The  big  needle  held  firmly 
in  the  right  hand  is  pushed  through  from  above  downwards, 
hugging  the  bone  in  its  descent,  and  is  made  to  emerge  on  the 
outside  of  the  labium  majus,  which  is  pulled  inwards  by  an 
assistant.  A.  stab  through  the  skin  makes  the  needle  point 
emerge,  and  on  it  the  wire-saw  is  attached,  and  pulled  through 
from  wound  to  wound,  when  the  needle  is  withdrawn.  It  is 
sometimes  hard  to  be  perfectly  sure  when  the  moment  of 
complete  separation  of  the  bone  has  arrived  ;  this  separation 
can  be  made  instantly  evident  to  an  assistant,  who  places  a 
finger  on  the  skin  in  front  of  the  advancing  saw.  After 
delivery  the  soft  parts  are  brought  together  by  a  few  sutures 
and  the  pelvis  strapped  up  by  placing  round  the  hips  a  broad 
navvy's  belt. 

No  particular  pains  need  be  taken  to  keep  the  bones  rigidly 
in  apposition,  nor  need  the  ])atient  be  kept  lying  on  her  back 
for  more  than  a  cou])le  of  days.  The  operation  is  undoubtedly 
a  valuable  one.  and  somewhat  easier  to  perform  than  sym- 
physiotomy ;  but  in  the  light  of  our  present  knowledge  1 
cannot  but  believe  that  convalescence  in  the  latter  could  be 
made  quite  as  short  and  uneventful. 
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CONCLUDING   REMARKS. 

The  arduous  task  of  compiling  the  statistics  of  this  report 
was  wilhngly  undertaken  by  my  Assistant,  Dr.  Bell,  who, 
though  only  responsible  for  one-half  of  the  period  covered 
by  it,  and  labouring  under  many  special  difficulties,  has 
accompHshed  the  work  in  a  most  satisfactory  manner. 

My  thanks  are  also  due  to  Dr.  Freeland,  a  young  American 
at  present  working  with  us,  for  the  great  assistance  given  by 
him  during  its  preparation. 

The  Gynaecological  Report  has  been  prepared  in  its  entirety 
by  my  late  Assistant  Master,  Dr.  Arthur  Holmes.  Its  com- 
pilation has  entailed  considerable  labour,  and  the  work  has 
been  admirably  carried  out.  It  is,  I  may  add,  the  first  complete 
report  of  gynaecology  pubhshed  during  any  period  o£  my 
Mastership. 

MANIA. 

Mania  developed  in  three  of  our  patients  dur'ng  the  puer- 
perium.  Complete  recovery  took  place  in  all  within  three 
weeks  of  the  attack,  and  beyond  the  fact  that  one  had  to  be 
fed  through  the  nasal  tube,  there  is  nothing  of  special  interesT^ 
to  record. 

ECLAMPSIA. 

Nine  cases.     Two  deaths. 

Case  I. — S.  W.,  primipara,  aged  thirty-two,  admitted  December 
3rd,  1906.  Twelve  hours  elapsed  between  birth  of  twin  children. 
During  birth  of  second  child  patient  was  seized  ^^•ith  a  convulsive 
attack.  Urine  contained  much  albumen.  Delivery  by  forceps, 
and  no  repetition  of  the  fits.  Hypodermic,  J  gr.  of  morphin. 
Children  both  alive. 

Case  II. — M.  S.,  primipara,  aged  twenty-five,  admitted 
February  6tb,  1907.  A  convulsion  occurred  when  os  was  nearly 
fully  dilated.  Delivery  by  forceps  was  followed  by  one  more  fit. 
I  gr.  morphin  given  in  divided  doses.  Routine  treatment.  Before 
discharge  albuminuria  bad  disappe.-ired.  Child  alive.  Discharged 
February  7th,  1907. 
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Case  III. — H.  C,  3-para,  aged  twenty-five,  admitted  March 
2nd,  1907.  Natural  delivery.  Three  fostfariuin  fits.  Unin- 
terrupted recovery.  One  grain  morphin  given  in  divided  doses. 
Albumen  present  when  leaving  hospital.     Child  alive. 

Case  IV. — E.  G.,  primipara,  aged  twenty-five,  admitted  April 
3rd,  1907.  Twelve  convulsions  before  admission.  A  macerated 
baby  delivered  nitturally  33  hours  after  admission  ;  the  patient 
was  unconscious  throughout  this  time,  with  laboured  breathing 
and  weak  pulse,  and  had  four  additional  fits.  The  puerperium 
was  jnorbid,  the  result  of  a  puerperal  ulcer.  The  urine,  which 
was  loaded  with  albumen  at  the  time  of  admission,  contained 
but  a  faint  trace  on  the  day  of  her  discharge,  the  17th  day. 
Neuro-retinitis  was  seen  in  both  eyes.     Child  macerated. 

Case  V.— See  Mortality  Table. 

Case  VI. — A.  B.,  7-para,  aged  thirty-two,  admitted  June  11th, 
1907.  Four  fits  before  admission  ;  urine  loaded  with  albumen  ; 
facial  twitchings  and  unconsciousness  ;  natural  delivery  and  un- 
interrupted recovery.     Child  alive. 

Case  VII. — K.  N.,  primipara,  aged  twenty-nine,  admitted 
July  3rd,  1907.  Os  fully  dilated  ;  two  fits.  Dead  child  delivered 
by  forceps.  Half  grain  of  morphin.  Uninterrupted  recovery. 
No  albumen  on  day  of  her  discharge. 

Case  VIII. — A.  C,  1-para,  aged  twenty-four,  admitted  Septem 
ber  18th,  1907.     Death  on  second  day.      Vide  Matenuil  Mortality. 

Case  IX. — A.  B.,  primipara,  aged  forty-one,  admitted  October 
15th,  1907,  in  a  semi-conscious  state,  with  a  history  of  having 
had  three  fits.  Within  one  and  a  half  hours  after  admission  four 
convulsive  seizures  took  place.  No  further  fit  until  six  days  after 
admission.  Patient  became  conscious,  but  complained  of  severe 
headache,  impairment  of  vision,  and  albuminuria.  Bougies 
were  then  inserted  to  induce  labour,  and  this  was  followed  in  ten 
hours  by  rapid  dilatation  with  Frommer's  dilator  ;  the  cervix 
was  torn  by  this  instrument,  and  immediately  united  with  catgut 
sutures.  A  living  child,  jiremature  (seven  and  a  half  months), 
was  successfully  reared  in  the  incubator.  Maniacnl  symptoms 
persisted  for  some  days  after  fits  were  over,  but  on  the  seventeenth 
day  her  nii-iital  conditidn  was  (piitc  norniai.  with  vision  much 
im|)aircd. 
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INTERESTING    CASES. 

Case  I.  Ectopia  Vesicce. — A.  H.,  1-para,  aged  thirty-three, 
admitted  seventh  month  of  pregnancy  ;  unmarried.  Scar  of  old 
•operation  for  cure  of  ectopia  visible  on  abdomen.  Operation 
entirely  unsuccessful.  Separation  of  symphysis,  mth  eversion  of 
bladder ;  ureters  visible ;  vaginal  orifice  transverse,  slit  with 
rudiments  of  clitoris  very  far  forward,  making  perinfeum  very 
long.  This  was  divided  in  median  line,  and  dead  child  easily 
•delivered.  Incision  sutured  with  four  silk- worm  gut  sutures. 
Cervix  markedly  prolapsed,  as  there  was  no  anterior  support. 
Patient  left  hospital  after  normal  puerperium. 

Case  II.  Brow  Presentation. — A.  O'G.,  1-para,  aged  eighteen. 
Presentation  altered  to  first  vertex  by  Schatz's  method,  os  being 
lialf  open,  with  subsequent  normal  delivery. 

MORTALITY. 

Seven  deaths  occurred  throughout  the  year — four  due  to 
septic  infection,  two  from  eclampsia,  and  one  from  acute 
rheumatism  and  apoplexy. 

Case  I.  Acute  Rheumatism ;  Aortic  and  Mitral  Disease 
with  Hemiplegia. — A.  C,  n-para,  aged  twenty-eight,  admitted 
February  3rd,  1907.  Had  been  discharged  from  a  city  hospital 
because  of  her  pregnant  state.  She  had  been  under  treatment 
for  some  time  h\  it  for  rheumatic  fever.  Her  pregnancy  and 
■destitution  compelled  us,  for  humanity's  sake,  to  take  her  into 
the  gynaecological  ward,  and  here  she  remained  for  fourteen  days  ; 
lier  condition  having  improved,  she  was  permitted  to  get  up 
preparatory  to  being  discharged,  but  on  the  following  day  she  was 
•seized  ^vith  an  apoplectic  fit,  and  became  hemiplegic.  On 
February  3rd  patient  had  another  stroke  of  paralysis  ;  as  she  was 
•obviously  very  ill,  and  completely  aphasic,  it  was  decided  to 
induce  labour  in  the  interest,  if  not  of  the  mother,  then  of  the 
■child.  The  cervix  was  dilated  with  Frommer's  dilator,  and 
-delivery  was  accomplished  with  forceps.  She  had  another  seizure 
•on  February  13th,  and  died  on  the  17th.  Her  seven  months' 
-child  was  successfully  reared  in  our  incubator. 

Partial  Autopsy. — Uterus  enlarged  (5  inches  by  4  inches),  soft, 
interior  clean  ;  cervix  dark  red,  with    sjiuht  laceration.     Heart. 
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right  side  healthy  ;  mitral  valve  shows  a  few  vegetations  ;  aortic- 
valve  ulcerated,  with  plentiful  vegetations  ;  wall  of  ventricle 
close  to  valve  also  shows  vegetations. 

Bacteriological  Examination  of  uterus  negative  ;  Micrococcus 
rheumaticus  separated  from  aortic  valve. 

Case  II. — R.  L.,  1-para,  aged  twenty-one,  admitted  Februarr- 
19th,  1907,  during  the  epidemic  period  of  ccrebro-spinal  fever  iiv 
our  city.  She  was  a  tramp,  with  short-cut  hair,  for  which  she- 
could  give  no  explanation  ;  was  dirty,  and  very  stupid.  An  un- 
eventful labour.  One  vaginal  examination.  Her  temperature- 
rose  on  the  second  day  of  the  puerperium  to  102°,  and  pulse 
to  110  ;  temperature  varied  between  101°-103°,  and  pulse  between 
110-130  till  she  died  on  the  eleventh  day  of  the  puerperium. 
Iler  illness  was  accompanied  by  marked  cerebro-spinal  symptoms  ;. 
but  as  cultures  taken  from  the  uterus  showed  a  streptococcic 
growth,  the  probabilities  are  strong  that  death  was  due  to  septic 
infection.     The  autopsy  verified  this  diagnosis. 

Autopstj. — Brain.  Both  hemispheres  show  purulent  effusion, 
most  marked  on  right  side  ;  base  of  brain  shows  slight  fibrinous' 
exudate.  Spinal  cord  apparently  healthy.  Heart — fresh  vegeta- 
tions on  mitral  and  aortic  valves.  Lungs  congested  ;  extensive 
dry  pleurisy  on  both  sides.  Peritoneum  healthy.  Kidneys  show 
a  few  small  pyremic  abscesses  in  both  organs.  Uterus  large,  soft, 
very  inflamed  :  internal  surface  necrotic. 

Bacteriological  Examination. — Smears  from  the  uterus,  kidneys 
and  brain  showed  streptococci ;  streptococci  were  also  obtained 
in  pure  culture  from  these  sites. 

Case  III. — M.  D.,  l-para,  aged  twenty,  admitted  March  21st,. 
1907  ;  four  months'  miscarriage.  This  patient  was  in  a  filthy 
state  with  condyiomatous  growths  and  venereal  warts  on  the 
vulva.  The  afterbirth  was  retained  for  an  hour  and  a  half,  and 
was  then  removed  with  gloved  hands,  every  endeavour  being 
made  in  the  first  instance  to  disinfect  the  parts.  This  latter  was- 
evidently  not  elTectual,  for  high  temperature  developed  from  the 
twenty-fourth  hour  after  delivery,  and  she  died  on  the  seventh 
day  ;  the  course  of  the  illness  being  marked  by  intermittent 
temperatures,  frequent  rigors,  and  foetid  lochia.  Cultures  from. 
the  uterus  showed  streptococci,  .staphylococci  and  diplococci  in» 
ubuiidancc. 
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Partial  Autopsy. — Peritoneal  ca\'ity  distended  with  thin,  green, 
purulent  effusion  ;  many  adhesions,  and  much  green  fibrinous 
exudate.  Uterus  much  inflamed  internally.  Appendages  much 
inflamed.     Large  abscess  in  right  ovary. 

Bacteriological  Examination. — Streptococci  and  staphylococci 
"found  in  smears  and  cultures  from  peritoneal  fluid,  pus  of  ovary 
and  interior  of  uterus. 

Case  IV. — M.  E.,  4-para,  aged  thirty-two,  admitted  May  2nd, 
1907.  Three  fits  before  admission.  Eleven  hours  after  ad- 
mission she  delivered  herself  naturally  of  a  dead  child,  and 
<luring  these  hours  had  five  fits  :  two  fits  after  delivery.  Con- 
sciousness returned  twenty-one  hours  after  delivery,  but  her 
breathing  remained  difficult,  and  cyanosis  was  marked.  On  the 
•evening  of  the  third  day  after  admission  respirations  became 
rapid,  and  laboured  with  weak  pulse,  and  the  patient  fell  into 
an  unconscious  state,  and  died  in  two  hours.  Thus,  forty-eight 
tours  had  intervened  between  the  last  fit  and  death. 

No  autopsy  permitted. 

Case  V. — S.  N".,  2-para,  aged  twenty-four,  admitted  May  19th, 
at  6  30  o'clock  a.m.  Previous  labour  normal ;  pelvic  measure- 
ments— ex.  cris.,  18  cms.  ;  inter,  cris.,  26  cms.  ;  inter-spinous 
22  cms.  Membranes  ruptured  at  7  45  p.m.  of  the  same  evening. 
At  9  45  I  made  a  vaginal  examination,  and  found  the  os  three- 
quarters  open  and  dilatable,  with  the  head  partially  fixed  in  the 
brim.  On  the  following  morning  I  was  surprised  to  find  the 
■woman  still  undelivered.  Pains  were  not  strong,  and  the  fact 
of  her  pre\aous  easy  delivery  lent  weicht  to  the  beHef  that  it  was 
from  this,  and  not  from  any  obstruction  to  labour,  that  delay 
arose.  Her  general  state  was  quite  normal,  and  I  saw  no  reason 
to  again  vaginally  examine  or  interfere  with  the  progress  of  labour. 
At  5  o'clock  in  the  afternoon  my  Assistant  Master  reported  that 
the  woman  had  not  delivered  herself,  and  having  regard  to  the 
lonj  period  which  had  elapsed  since  ruptvu-e  of  the  membranes, 
and  to  my  knowledge  of  the  size  of  the  os  on  the  previous  night, 
I  gave  permission  to  have  delivery  accompUshed  by  forceps, 
thinking  the  os  fully  dilated. 

At  5  30  I  was  sent  for,  and  was  then  told  that  forceps  had  failed 
to  deUver,  and  had  slipped  on  every  occasion  save  the  last 
one.     I  then  attempted  traction  with  the  patient  placed  on  her 


238       Clinical  Repoits  of  the  Rotunda  Hospital. 

back,  iuid  without  re-applying  forceps,  but  they  slipped  06  as 
before.  The  blades  were  re-appUed,  and  though  they  held  this 
time,  delivery  by  their  means  was  impossible  ;  the  head  had 
entered  the  brim,  but  was  not  fixed  by  its  largest  diameter. 
It  was  obviously  desirable  to  finish  the  delivery  as  expeditiously 
as  possible,  and  my  choice  lay  between  perforation  and  turning  ; 
the  latter  plan  was  adopted,  as  it  was  not  certain  that  the  child 
was  dead.  After  some  considerable  difficulty  a  very  large,  dead 
child  was  extracted.  Subsequent  measurements  showed  the  con- 
jugate diameter  to  be  no  greater  than  9  cms.  The  woman  was 
much  collapsed,  and  she  died  on  the  second  evening  Avith  revealed 
signs  of  septic  peritonitis. 

Autopsy  {Partial). — Abdomen  distended  with  semi-purulent 
fluid  ;  peritoneum  red  and  inflamed,  ^\^thout  adhesions.  Uterus 
large,  soft ;  internal  surface  red  and  soft.  No  other  pathological 
condition  discovered.  Pelvic  measurements  at  brim,  9  cm.  x 
12  cm. 

Bacteriological  Examination. — St.  aureus  separated  from  peri- 
toneal fluid. 

Case  VI. — M.  R.,  3-para,  aged  twenty-six,  admitted  August 
12th,  1907  ;  py?omia.  Four  vaginal  examinations  before  delivery. 
A  full  term  hving  child  born  naturally,  but  membranes  were  not 
completely  removed.  Temperature  rose  on  the  second  day,  and 
on  the  fourth  the  uterus  was  explored  by  me,  a  posterior  col- 
potomy  being  performed  at  the  same  time.  Iodoform  gauze  was 
inserted  into  Douglas'  cul-de-sac  and  into  the  uterus  ;  cultures 
taken  from  the  latter  show'cd  streptococcus  infection.  Polyvalent 
serum  was  injected,  and  the  patient  for  some  days  showed  marked 
improvement.  Temperature  gradually  rose  again  some  days 
after  the  gauze  was  removed,  and  her  illness  became  remittent, 
a  circumstance  which  made  the  prognosis  of  the  case  very  diffi- 
cult. Her  illness  gradually  developed  a  more  severe  type  ;  severe 
cough  followed,  and  blood  was  expectorated  ;  her  lungs  were 
markedly  unhealthy  ;  emaciation  became  extreme,  and  she  died 
on  the  sixty-fourth  day  of  her  illness. 

Autopsy  (Thorax). — Pleurae  adherent  in  part^t,  with  jnuch  turbid 
fluid  present,  particularly  on  right  side.  Bases  of  both  lung.s 
consolidated,  chielly  the  right.  In  both  basea  are  several  tubercles 
in   various  stages  up  to  cavity   formation.     There  are  several 
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abscesses  (size  of  hazel-nut),  with  creamy  pus.  Heart — Right  side 
contains  large,  firm,  ante-mortem  clot ;  left  side  healthy. 
Pericardium  contains  three  ounces  turbid  fluid.  Abdomen — Much 
adhesive  peritonitis,  the  adhesions  being  easily  broken  down. 
Douglas'  pouch  completely  obliterated  by  ahesions.  Appendix 
adherent  to  right  corner  of  uterus.  No  fluid  in  peritoneum. 
Spleen  enlarged  and  congested.  Liver  normal.  Right  kidney 
contains  abscess  (size  of  hazel-nut),  with  creamy  pus  ;  left,  normal. 
Uterus  small  and  firm  ;  no  sign  of  internal  or  interstitial  inflam- 
mation. 

Bacteriological  Examination. — Cultures  and  smears  from  lung 
and  right  kidney  showed  streptococci ;  cultures  from  pehns 
negative. 

Case  VII. — A.  C,  1-para,  aged  twenty- four,  admitted  Septem- 
ber 18th,  1907  ;  eclampsia.  A  fit  occurred  just  as  the  baby  was 
being  born  ;  it  was  very  severe,  and  lasted  ten  minutes,  and  was 
followed  by  another  in  an  hour's  time.  Within  the  next  four  hours 
she  had  two  more  fits.  A  fifth  occurred  nine  hours  after  delivery  ; 
from  this  the  patient  recovered,  and  her  condition  seemed  very 
good,  but  eleven  hours  after  delivery  the  sixth  fit  took  place, 
and  in  this  she  died  before  the  Assistant  Master  could  be  sum- 
moned.    Child  alive.     No  autopsy  permitted. 


Table 

No. 

I.— 

■Maternity  Deparfment 

• 

— 

Nov. 

Dec. 

J«n 

Feb. 

Mar. 

Apr, 

May 

June 

July 

Aug. 

Sept. 

Oct. 

Total 

Total  deliveries   - 

152 

149 

148 

137 

165 

144 

177 

150 

169 

165 

149 

146 

1,841 

Total  abortions    - 

6 

4 

5 

6 

3 

4 

4 

6 

3 

7 

7 

7 

61 

Not  in  labour 

Total 

26 
184 

21 
174 

39 
192 

26 
168 

26 
194 

33 
181 

35 
216 

31 

187 

35 
197 

31 
203 

26 

182 

26 

355 

179 

2,257 
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Tahlk  No.    II. — Nature    and    Nnmber    of   Cases    Treated   in    t/ie 
.Extern    Maleriiiti/, 


Total  number  of  Labours  - 

2,168 

Adherent  Placenta  - 

17 

Abortiona     - 

247 

Retained  Placenta  - 

5 

Hydramnios 

10 

Operations — 

Myxoma  Chorii 

1 

Version 

27 

Preseutatious — 

Forceps 

43 

Face  to  Pubes 

13 

Eclampsia   - 

') 

Face 

8 

Maternal  mortality 

10 

Brow 

4 

Abscess    of     Bartholin's 

Breecb 

57 

Gland      - 

1 

Transverse 

6 

Infantile  Conditions — 

Twins 

29 

Auencephalus 

1 

Triplets 

I 

Ascites 

1 

Prolapse  of  funis     - 

11 

Cyclops  monster 

1 

Hacmorrbage — 

Facial  palsy 

1 

Accidental 

5 

Fractured  skull 

1 

Unavoidable 

16 

Hare-lip 

1 

Post-pnrliim 

2« 

Hydrocephalus 

1 

Rupture  of  Uterus  - 

2 

1 

Tablk    No.    III. — Extern    2Iortaliti/. 


Name 

A  Re  and 
Para 

Cause  of  Death 

Time  111 

1 

Rbmarks 

T.  B. 

.S6,  VIII. 

Septicasmia 

Nine  days 

Incomplete   miscar- 
riage 

M.N. 

?       VI. 

Acute  sepsis 

Two  days 

Ruptured     uterus, 
breech     presenta- 
tion 

S.  W. 

27,  VI. 

Phthisis 

Died  on  day  of 
deliverv 

Miscarriage,     six 
months 

M.  F. 

43,  XI. 

Ruptured  uterus 

Died      immedi- 
ately after  de- 
liverv 

Easily  delivered  with 
forceps 

M.  D. 

26,  IV. 

Shock  followingman- 
ual  removal  of  ad- 
herent placenta 

Died  sbortly 
after  delivery 

E.  B. 

29,  IV. 

Secondary     collapse 
following /)().s7-;»((r- 
tiim  haniorrhage 

Nine  hours 

Twins  ;    forceps  for 
both  children 

B.OR. 

33,  IV. 

Collapse ;     placenta 
prajvia 

Died      fourteen 
hours      after 
verHiou,  unde- 
livered 

Phthisis 

M.  O'R. 

36,  IV. 

Collapse ;     placenta 

Diedsi-x  minutes 

Moribund  when  ver- 

priivia 

after  version 

sion  performed 

M.M'G. 

?      II. 

Cardiac  dlHease 

Died    on     Hixth 
day    of    puor- 
l>priuMi 

Mitral   stenosis  and 
incompetence           i 

A.  G. 

85,  III. 

Secondary    collapse 
following  pout-par- 
turn  liii>niorrbmj« 

Seven  hours 

Small   myunaa  at 
funduH  of  uterus 

By  Dr.  E.  Hastings  Tweedy,  Master 
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Showing  Nature  and  Nttviber  of  C«.sc.<!  Treated  in 
Intern  Mater)iitJ/. 


Total  admissions 

-2,318 

Operations — con. 

„    number  of    labours 

- 1,!)02 

Forceps     - 

74 

Primiparas     - 

-     696 

Caasarean  section 

.3 

Abortions 

61 

Pubiotomy 

5 

Miscarriages 

6 

Eclampsia 

9 

Ilydrorrhoea  gravidarum 

1 

Mania 

4 

Hydramnios 

7 

Chorea 

1 

Presentations — 

Morbidity — 

Ant.  fontanelle     - 

2 

P..  M.  A.  estimation 

6.41 

Face  to  pubes 

15 

Rotunda  estimation 

3.99 

Brow 

1 

Maternal  mortality   - 

7 

Breech 

-       47 

Infantile  mortality — 

Transverse 

-       10 

Died  in  hospital 

21 

Twins 

-       26 

Stillborn- 

Prolapse  of  funis 

-       10 

Recent 

49 

Impacted  shoulders  - 

1 

Macerated 

40 

Hasmorrhage — 

Infantile  conditions- 

Accidental 

6 

Accessory  toe 

1 

Unavoidable 

8 

Anencephalus 

1 

Post-jmrtiim 

-       25 

Genu  recurvatum 

1 

Lacerated  perineum  — 

Hare  lip  and  cleft  palate 

1 

Incomplete 

-     425 

Hydrocephalus     - 

1 

Complete 

0 

MeljEna     - 

1 

Lacerated  cervix 

I 

Ophthalmia 

3 

Adherent  placenta     - 

■       18 

Spina  bifida 

1 

Deformity  of  pelvis 

-       14 

Secondary    haemorrhage 

Operations — 

from  cord 

1 

Induction  of  labour 

4 

Talipes 

3 

Version     - 

k; 

Tahlk,  No. 

V. — A  ccidental  Hcetnorrliage. 

Ape  and 
Para 

Result 

Result 

Name 

Date 

Vaiiety 

Treatment               t» 

to 

REUiRKI 

Mother 

Child 

1907 

j                     1 

v.  E. 

25,  II. 

Feb.    1 

External 

Membranes  Recoverv 

Alive 

Spontaneous      de- 

ruptured. 

livery.     Prema- 

Tight binder 

ture  ;  7  months' 
child.  Patient 
had  broucho- 
pneumonia     on 

1 

admission. 

.M'G. 

37,  IX. 

May  26 

i> 

Spoutaneous  de- 
livery. Fall 
time.  Delivered 
^  liour  after 
membranesrup- 
tured.  Bled  12 
hours,  ante-par- 
turn. 

Q 

242         Clinical  Reports  of  the  Rotunda  Hospital. 
Table  No.  V. — Continued. 


Name 

Age  and 
Faia 

Date 

Variety            Treatment 

Kesu  t 

to 
Motlier 

Result 

t<) 
Child 

IlKMARKS 

S.  E. 
M.  C. 

19,1. 
43,  VIII. 

June  10 

„     27 

External 
Concealed 

Membranes 
ruptured, 
riyht  binder 
Of  Shock 

Recovery 

Alive 
Death 

Admitted      bleed- 
ingr.  Spontaneous 
delivery. 

Spontaneous     de- 
livery.          Full 
Hydramnios. 
Breech.         'J  u- 

E.   F. 

34,  IX. 

,,     30 

External 

Feet  pulled 
down 

'• 

monr  of  cervix. 
Breech.  Cmontbs. 
Bleeding       and 
membranes  rup- 
tured    time    of 
admission.      Os 

M.  Q. 

32,  11. 

July  20 

Plugged 
until  OS  di- 
lated, mem- 
branes rup- 
tured. 

^j 

•• 

§  open. 
Spontaneous     de- 
livery.   Tnicnths' 
premature.  Bleed- 
ing 4-5  hours  be- 
fore admission. 

Tai'-lk    No.   VI. — J'Idceiita   I'va-via. 


Name 


Age  and 
Para 


M.G. 
M.  D. 

J.  M. 

M.J.B. 
M.  L. 

M.  B. 

E.G. 
M.G. 


35,  IX. 
30,  III. 

29,  I. 

38,  XVI 
37,1. 

29,  III. 

31 ,  V. 
I  19.  »I. 


Variety 


Resalt 

to 
Mother 


Lateral      |  8  months 
8^  months 

Full  term 


Marginal 


Central 


Marginal 


Recoverv 


7  months 

Term 

Full  term 
7J  monthe 


Ifesult, 

Prefenta- 

Child 

lion 

A. 

Vertex 

D. 

Trans- 

verso 

•• 

Vertex 

Trans- 

verse 

•• 

Vertex 

1  reatment  nod 
Uemarks 


Veisicr. 

Version.      Bled   at 
G  months. 

Version. 


Version. 

V'^eraion.  Snbserous 
fibroids;  adherent 
jilaoenta.  Bled  at 
G  months. 

Plugged  nine  hours. 
Version.  Bled 
two  weeks  pre- 
viously. 

Version. 


VemioD. 
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Indication 

No. 

Dead 
Children 

llhMAKKS 

Delay   in  second    stage, 

59 

5 

One    child   macerated.       One 

with  danger  to  mother 

case  attempts  made  outside 

or  child 

to  deliver.  Child's  head 
crushed  on  admission. 

Prolapse  of  cord 
Contracted  pelvis 

4 

2 

Pubiotomy  done  twice,  one 
child  born  dead.  Forceps 
unsuccessful  one  case  ;  ver- 
sion done  ;  and  dead  child  de- 
livered. In  one  case  head 
not  fixed ;  history  of  two 
dead  children  ;  baby  alive. 

Occipito-posterior 
Eclampsia 
Induced  labour   - 

6 
3 

1 

1 

Eclampsia  and   induced 
labour 

1 

— 

Bougies,  Frommer's  dilators 
and  forceps. 

Total 

74 

8 

SuB-TABr,K  A. — Shoiviiifi  Nil.  of  Preijnanci/. 


I. -para 
Il.-para 
Ill.-pai-a 
IV. -para 
V.-para  and  over 


Total 


SuiJ-TABi.K  H. — S/iOic{7iff  Afjes  of  Patienta. 


17-25       - 

30 

20-3Q       - 
31  3."       - 

30 

8 

3G  and  over 

6 

Total 

74 
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Tablk  No.  X.  A, — Morbtditi/. 


Rritish     Medical 
Asii"Ciation 
Kstimntion 

Nov. 
lice. 

Jan. 
Feb. 
Marcli 

April 
•May 

c 
a 

"3 

■-5 

9 
< 

a 

u 

O 

1 

Total  Cases     - 

152 

149 

148 

137 

165 

144 

177 

150 

159 

165 

149 

146 

1841 

Cases  Morbid  - 

15 

9 

11 

12 

14 

8 

11 

11 

5 

10 

3 

9 

118 

Percentage 

9.86 

6.04 

7.43 

8.75 

8.48 

.5-55 

6.21 

7.33 

3.14 

6.06 

2.01 

6.16 

6.41 

Tntal  number          -    118 

Total  percentage     -  6  41 

I 


Table   No.    X.  B. 


Rotunda  Estimation 

e 

1 

March 
April 

3 

< 

1 

o 

1 

Total  Cases 

1.58 

1.53  153 

142 

168 

148 

181 

156 

162 

1 
172  156 

153 

1902 

Cases  Morbid 

I      7 

4      5 

12 

10 

8 

8 

8 

5 

5      5 

1 

4 

76 

Percentage 

4.43 

2.61  .3.27 

8.45 

5.95 

2.02 

4.42 

5.13 

3  09 

2.903.21 

2.61 

3.99 

Total  number            -     76                                       i 
Total  percentngo       -  3.!)'.) 

Tablk  No. 

X. 

c. 

Boih  Fitlmailons 

> 

o 

o 
S 

5 

•-9 

S 

a. 
< 

• 

c 
s 

•-9 

ao 

9 
■< 

8- 

00 

i 

1 

Total  Cases 

1.52  149 

148 

137 

165 

144 

177 

1 

150  169 

165 

149 

14G 

1841 

Cases  Morbiil 

el     8 

4 

11 

9 

2 

6 

7      4 

4 

3 

8 

61 

Percentage 

3.942.01 

2.70 

8.02 

6.45 

1.^ 

'.'.as!  4.66  2.61:2.42  3.01 

1               1 

2.06 

8.32 

To 
To( 

tal  n 
nl  p 

uinbor                61 
ercentage     -  3.32 
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Table  No.   X.  D. —  Comparison    nf  Morhidities. 

I'KIMIPARA. 


British  Medical 
Association 
Estimation 

> 

o 

6 

G 

3 

i 

1 

E 

1 

1 

•-5 

1" 

O 

o 

Total  Cases  - 

67 

Go 

50 

45 

65;    63 

58 

58 

56 

65 

42 

51 

685 

Cases  ]\[orbicl 

e 

7 

7 

4 

10      4 

8 

9 

3 

8 

1 

4 

73 

Percentage    - 

1194 

10.7614.00  8.8815.38  6.34 

1          1        1          '^ 

13.79 

15.51 

5.35 

12.302.38  7.84 

10.65 

Total  cases    -         73 
Percentage     -     10.65 

MULTIPARA. 

Total  Cases    - 

85 

84 

98 

92 

100 

81 

119 

92 

103 

100 

107 

95 

1156 

Cases  Morbid  - 

7 

2 

4 

8 

4 

4 

3 

2 

2 

2 

2 

5 

45 

Percentage    - 

8.23 

2.38 

4.08 

8.81 

4.00 

4.93 

2.52 

2.18 

1.94 

200 

1.86 

5.26 

3.89 

'J'otal  ca'es  morbid      -        45 
Total  perceutage           -      3.89 

Table  No.  X.  E. — Causes  of  Mi'vuidit//  at/in-  than  Uterine. 


Breast  abscess 

1 

Mastitis  parenchymatous 

1 

Eclampsia 
Pneumonia 

1 

2 

Puerperal  ulcer 
Bronchitis 

5 
1 

Erysipelas 

Acute  rheumatic  fevor  \vith  hemiplef^ia 

2 
1 

Phthisis 

1 

Influenza 

o 

Cystitis 

Inflammation  of  symphysis 

1 
1 

Infected  ulcer,  ruptured  varicose  vein 

1 

Total 


20 
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TahleNo.  X.  F. — Lnceidtfil  Pcrineuvis  sfiowing  Morbidity  for  Year. 


English  estimation 
Rotunda  „ 

Both  estimations 


23 

1 

25 


Total,     4& 


Tablk  No.  X.  G. —  Operative  Cases,  slioicing  Morbiditi/. 

Forceps  (English,  5 ;  both,  4)     -  -  -  -  -  -  J> 

Manual  removals  (English,  1  ;  both  4)  -  -  -  -  -  5 

Induction  of  labour  (both,  1)      -  •  -  -  -  •  ' 

Abortion  (both,  1)  -  .....  i 

Placenta  Prrcvia  (English,  1  ;  both,  2)  -  -  -  -  -  -S 

Pubiotomy  (both,  1)        -             -  -  -  -  -  -  1 

Breech  (English,  1)          -            -  -  -  -  -  -  1 

Total,     21 

Eleven  of  these  cases  associated  with  lacerated  perineum  ;  one  case  of 
placenta  pra3via  had  manual  removal  not  listed.  Pubiotomy,  associated 
with  forceps  aud  manual  removal,  not  separately  listed. 


Tablk  No.  XT. — Muternal.  Mortality. 


iNftme 

Admitted 

Delivered 

Died 

Cause  of  Death 

Xotcs 

iyo7 

iyu7 

lyo? 

A.  C. 

Feb.      3 

Feb.     3 

Feb.    17 

Hemiplegia 

Acute  rheumatism 

11.  L. 

Feb.    1!) 

Feb.    19 

Mar.     2 

General  Septi- 
ctomia 

M.  1). 

Mar.     4 

:\rar.    4 

Mnr.   11 

General  Peri- 
tonitis 

Manual      removal     of 
ndh.  placenta 

M.  R. 

May     2 

May     3 

May      5 

Eclampsia 

8.  N. 

May    lii 

May   20 

May    2^ 

General  Peri- 

tonitiH 

Difficult  versiion 

M.R. 

Aug.  12 

Aug.    14 

Oct.    15 

PyiL'mia 

Normal  delivery 

A.  C. 

Sept.  18 

Sept.  18 

Sept.  19 

Eclampfia 

GYNECOLOGICAL     REPORT. 


Taki.k   No.  I. — Shmriitfi  kind  and  niimher  of  Opera  fining. 


Vulva— 

Utei;  rs — cvn. 

Epithelioma 

4 

Alexander-Adams     - 

5 

Imperforate  hymen 

1 

Vaginal  fixation 

23 

Bartholin's  gland,  cystic 

3 

Ventro- fixation 

66 

Excision  of  hymen  - 

1 

Myomectomy — 

abdominal 

» 

Perineum — ■ 

vaginal 

5 

Lacerations — 

Hysterectomy — 

Complete 

IG 

abdominal,  total 

27 

Incomplete 

108 

„            sub-total    - 

35 

vaginal 

5 

Urethra  and  Bladder — 

Anterior  hysterotomy 

1 

Canmcle 

3 

Caesarean  section 

4 

Prolapse  of  urethra 

2 

Dilatation  with  Frommer's 

dilator 

1 

Vagina  — 

Carcinoma    - 

4 

Atresia 

1 

Papilloma     - 

1 

Cicatrix  and  stenosis 

1 

EndotheUoma 

1 

Cysts 

2 

Fallopian  Tubes— 

Fistula— 

Hasmatosalpinx 

1 

Vesico-vaginal 

3 

Hydrosalpinx 

1 

Urethro-vaginal 

1 

Pyosal])inx 

9- 

Recto-vaginal   - 

2 

Salpingoplasty      and      sal- 

Abscess 

1 

pingectomy 

13 

Colpocystotomy 

2 

Tubal  pregnancy 

8 

Anterior  colporrhaphy 

31 

Cysts  of  Morgagni   - 

2 

Posterior         „ 

20' 

Anterior  colpotomy 

26 

Ovaries — 

Posterior      „ 

0 

Cysts 

Ogb- 

Specific  growth 

1 

Dermoid 

3 

Carcinoma 

1 

Intra-ligamontous 

4 

Carcinoma    - 

5 

Rectum — 

Resection 

13 

Prolapse  of  bowel  - 

1 

Pregnancy    - 

1 

Ha;morrhoids 

3 

Exploratory  Laparotomy — 

Cervix — 

Vide  Table  V. 

11 

Trachelorrhaphies     - 

40 

Posterior  divisions    - 

33 

Miscellaneous — 

Amputations 

56 

Herniotomy 

4 

Carcinoma    - 

13 

Thrombosis     of     veins     in 

„         in  cervical  poly[ius 

1 

broad  ligament     - 

1 

Appendectomy 

4 

Uterus — 

A]i]iendiK  abscess 

1 

Curettage     - 

468 

Tui)oroulnr  peritonitis 

1 

Atmocausis 

2 

Cancer  of  breast 

1 

Fibrous  polypus 

8 

Abscess       „ 

2 

Fibrinous      „ 

1 

*  Viiic  colpo-perinasorrhaphies. 

i"  Tlio  indications  for  operation  being  primarily  the  ovarian  condition. 
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VULVA. 

Epithelioma  of  Vulva. — In  four  instances  operation  was 
undertaken,  and  as  extensive  removal  as  possible  made.  The 
glands  in  the  groins  were  dissected  out,  &c. 

Imferforate  Hymen. — A  young  girl,  aged  thirteen  years,  was 
sent  up  from  the  country  suffering  from  pain  in  the  lower  part 
of  the  abdomen,  with  some  suprapubic  distension,  and  a  history 
of  never  having  menstruated.  On  examination  the  hymen  was 
noticed  bulging  and  very  tense.  A  careful  rectal  examination 
disclosed  the  vatrfna  greatly  distended,  and  the  uterus  also 
enlarged  somewhat — the  diagnosis  of  hsematometra  and  h»mato- 
colpos  being  made.  The  hymen,  which  was  very  thick  and  un- 
jdelding,  Avas  pmictured  with  a  trochar  and  cannula,  and  the 
contents  of  vagina  allowed  to  flow  away.  In  three  days  the 
opening  was  enlarged,  and  the  vagina  and  uterus  washed  out. 
Recovery  was  quite  afebrile. 

PERINEUM. 

Complete  perinseorrhaphy  was  performed  eleven  times  by 
Lawson  Tait's  method  and  five  times  by  Hegar's.  Lauson 
Tait's  method  was  adopted  in  eighty-two  cases  of  incomplete 
perina?orrhaphy,  Hegar's  in  twenty-two,  Martin's  in  three, 
Kelly's  in  one. 

VAGINA. 

Atresia  and  Cicatrix  with  Steiiosis. — The  case  of  atresia  was 
congenital ;  dilatation  was  sufficient  to  effect  cure.  The  case  of 
stenosis  was  due  to  scarring  and  adhesion  of  tlie  vaginal  walls 
following  upon  confinement  in  the  country.  The  adhesions 
were  divided,  and  the  vagina  kept  tamponed  with  iodoform 
gauze  until  the  rawed  surfaces  had  granulated. 

Anterior  and  Posterior  Colpotomy. — The  anterior  operation 
was  performed  twenty-six  times — twenty-three  times  as  part 
of  the  operation  for  vaginal  fixation  and  three  times  for  the 
removal  of  myomata.  Vaginal  fixation  was  twice  associated 
with  myomectomy.     Posterior  colpoton\y  was  undertaken  six 
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times — on  three  occasions  to  drain  a  tubo-ovarian  abscess, 
once  for  removal  of  a  small  cystic  ovary  {vide  Table  IV., 
Case  38),  once  for  removal  of  a  tubal  pregnancy,  and  once  for 
myomectomy. 

Colpo-cystoiomy.—A  case  of  severe  cystitis  associated  with  a 
retroversion  of  the  gravid  uterus  was  treated  by  this  operation. 
It  was  also  undertaken  to  relieve  symptoms  in  a  case  of 
advanced  tubercular  disease  of  the  bladder. 

Carcinoma  of  Vagina. — This  condition  was  met  with  once  in 
connection  with  cancer  of  the  uterus,  to  which  it  was  probably 
secondary.     (Vide  Table  II.  B.,  Case  3.) 

RECTUM. 

Prolapse  of  Bowel  and  Hceynorrlioids. — The  operation  for 
prolapse  of  the  bowel  was  performed  upon  a  patient  aged 
sixty  years,  who  suffered  from  a  large  tear  of  the  perinaeum. 
The  bowel  was  cauterised  longitudinally  and  Hegar's  col- 
poperinopirhaphy  performed,  the  bowel  being  infolded 
longitudinally.  Hasmorrhoids  were  removed  on  three  occasions, 
when  they  were  found  compUcating  perinatal  conditions. 

CERVIX. 

The  types  of  trachelorrhaphies  were :—  By  Emmett's 
operation,  seventeen  ;  by  Sanger's,  twenty-three  ;  amputations, 
circular,  three  ;  by  Schroeder's  operation,  fifty-three. 

UTERUS. 

A  bdo  m  inal    Hyste  recto  mie^ . 
Case    2,  Taulk  II.  A. — A.  M.     The  pariotnl  poritontum  was 
enormously  tliickciicd  mid  cartilaiiinoiis.  dur  a])panntly  to  con- 
tinual  friction   witli   tiimour.     In  the    middle   line   it     measured 
a  quarter  of  an  indi  thick. 

Cask  3,  Taulk  11.  A.— M.  M.  A  very  largo  tumour,  reaching 
above  the  und)ih(us.  Uterus  removed  by  Doyen's  method. 
Right  intraligamentous  eyst  complicated  matters. 
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Case  7,  Table  II.  A. — M.  F.  Admitted  \\ith  history  of 
irregiilar  hfemorrhages  lasting  from,  a  week  to  two  months. 
Curettage  negative,  but  it  was  thought  advisable  to  operate. 
Uterus  and  ovaries  removed.  Supravaginal  amputation  Cervix 
was  left,  but  was  to  be  removed  if  uterus  found  malignant.  No 
malignancy  was  found. 

Case  8,  Table  II.  A— M.  C.  Admitted  ^^-ith  history  of 
severe  flooding  for  eleven  months  previously.  Condition  found 
by  curettage  to  be  "  cystic  endometritis." 

Case  9,  Table  II.  A. — R.  L.  Fibroid  tumour  in  right  groin 
removed  at  the  same  time  as  hysterectomy. 

Case  12,  Table  IL  A. — K.  C.  Patient  admitted  complaining 
of  pain  with  defaecation,  and  a  white  discharge  fiom  bowel. 
Large  myomatous  uterus.  Nothing  felt  by  examination  by  the 
bowel.  After  removal  of  the  uterus  a  band  of  carcinoma  was 
found  encircling  the  bowel  in  sigmoid  flexure.  Sir  W.  J.  Smyly 
advised  to  close  abdomen  and  get  patient  to  return  for  further 
•operation. 

Case  15,  Table  II.  A. — A  very  difficult  tumour  to  remove. 
Supravaginal  hysterectomy  was  performed,  and  then  the 
remainder  of  cervix  removed. 

Case  16,  Table  II.  A. — C.  C.  Portion  of  myoma  had 
burrowed  up  under  peritoneum  and  could  not  be  removed. 
Drained  through  lower  part  of  wound. 

Case  17,  Table  II.  A. — M.  B.  Large  myomatous  uterus. 
A  large  myoma  burro\nng  into  right  broad  ligament.  Veins  in 
right  broad  ligament  very  varicose.  With  great  difficulty  the 
majority  of  intraligamentous  myoma  was  removed,  but  a  portion 
impossible  of  removal  was  left.  Uterus  then  amputated.  Some 
oozing  controlled  by  Mikulicz'  bag.  Death  on  sixth  day.  (Vide 
Mortality,  Table  VI.,  Case  11.) 

Case  23,  Table  II.  A.— A.  G.  The  pathological  report 
stated  that  the  fibroids  were  undergoing  sarcomatous  change. 
Sarcoma  not  found  in  all  the  nodules.  Ti/pe — A  pure  spindle  or 
oat-celled  sarcoma.  Having  regard  to  the  patient's  age,  nothing 
beyond  the  original  operation  of  supravaginal  amputation  was 
undertaken. 
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Case  28,  Table  II.  A. — M.  B.  A  very  tedious  operation. 
Numerous  vascular  adhesions.  Large  intraligamentous  cyst  on 
right  side,  which  was  ruptured  in  endeavouring  to  remove  it.  Some 
very  enlarged  glands  found,  so  it  was  deemed  advisable  to  remove 
the  uterus.  This  was  done  by  first  performing  supravaginal 
amputation  and  then  removing  cervix.  Left  intraligamentous 
cyst  dissected  out  for  the  most  part.  Peritoneum  closed,  and 
cyst  cavities  drained  via  vagina.  Pathological  report  was 
negative.     {Vide  Table  IV.,  Case  24.) 

Case  29,  Table  II.  A. — S.  D.  Tubes  almost  eaten  through 
and  very  adherent.  Right  ovary  a  pus  sac.  Left  contained 
small  cyst ;  resected,  and  a  small  portion  of  apparently  healthy 
tissue  left. 

Case  32,  Table  II.  A. — M.  K.  Patient  complained  of  pain 
in  back  and  sides.  Metrorrhagia.  Had  been  treated  November 
13,  1906,  by  atmocausis.  Curettage  specimen  was  suspicious, 
but  no  definite  diagnosis  of  malignancy  made.  Malignancy  not 
found  in  uterus  after  operation. 

Case  34.  Table  II.  A. — M.  S.  Uterus  and  tubes  greatly 
adherent  to  intestines,  rendering  procedui'e  difficult.  Supra- 
vaginal amputation  first  performed,  and  then  extirpation  of 
cervix,  drained  via  vagina.  Tubes  ruptured  during  operation, 
but  carefully  wiped  up  ;    appendix  also  removed. 

Case  35,  Table  II.  A. — A.  Q.  Many  adhesions.  Uterus 
removed  by  hemisection.     Drained  through  vagina. 

Case  36,  Table  II.  A.— A.  B.  {Vide  Mortality  Table,  Case 
20.) 

Case  39,  Table  II.  A. — M.  F.     Left  ovary  cystic  ;   removed. 

Case  40,  Table  II.  A. — S.  F.     Right  ovary  cystic  ;  removed. 

Case  45,  Table  II.  A. — M.  D.  Loft  ovary  cystic.  Glands 
found  hard  and  calcified,  and  some  enlarged.  Query,  Malig- 
nant, so  utiTUs  rtinovrd. 

Cancer. 
Case    1,  Table    II.  B. — E.     K.       Squamous     Carcinoma    of 
cfrrix — cuulitiowcr  growth. 
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Case  2,  Table  II.  B. — K.  N.  The  scraping  sent  for  micro- 
scopic examination  proved  to  be  squamous-celled  carcinoma. 
The  parametrium  was  greatly  infiltrated,  and  the  bladder  was 
opened  by  the  finger  in  trying  to  strip  it  from  the  uterus.  Owing 
to  the  extreme  friability  of  the  parts  removal  proved  exceptionally 
difficult.  The  patient  never  recovered  the  shock  of  the  operation, 
and  died  the  following  day.  The  smears  taken  from  the  specimen 
showed  streptococci,  staphylococci,  and  other  organisms.  {Vide 
Mortality,  Table  VI.,  Case  1.) 

Case  3,  Table  II.  B. — M.  O'D.  On  examination  the  vagina 
was  found  to  be  filled  with  a  soft,  friable  growth  springing  from 
the  right  posterior  wall  of  vagina.  This  was  removed,  and 
proved  to  be  adeno-carcinoma.  The  uterus  was  found  enlarged 
considerably,  but  freely  moveable.  Three  weeks  after  removal 
of  the  vaginal  growth  the  uterus  was  removed.  The  fundus 
showed  several  nodules  of  adeno-carcinoma.  The  cervix  was 
healthy  ;    drained  through  vagina. 

Case  4,  Table  II.  B. — L.  D.  Bladder  injured  ;  repaired 
with  silk  sutures  ;  and  after  removal  of  uterus  the  bladder  pulled 
into  vagina  ;  drainage  through  lower  angle  of  wound.  Patient 
left  hospital  \vith  a  slight  leakage.  A  winged  catheter  was  kept 
in  bladder  for  three  days  after  operation.  Microscopy  showed 
squamous-celled  carcinoma  of  cervix. 

Case  5,  Table  II.  B.— M.  M.  Extensive  infiltration  ;  cervix 
and  posterior  vaginal  wall  involved  ;  uterus  fixed.  On  account 
of  the  fixation  of  parts  operation  was  rendered  very  difficult. 
Bladder  opened  by  scissors,  sutured,  and  ultimately  pulled  down 
into  vagina.  On  making  traction  on  the  uterus  the  organ  tore 
away  at  about  the  lower  uterine  segment.  The  right  uterine 
artery  was  tied  and  divided,  but  the  left,  evidently  thrombosed, 
was  never  seen.  Drained  through  vagina  and  lower  angle  of 
abdominal  wound.  Microscopy  showed  squamous-celled  carcinoma 
of  cervix.  Death  took  place  on  May  8,  1906.  {Vide  Mortality, 
Table  VI.,  Case  5.) 

Case  6,  Table  II.  B. — K.   R.     Carcinoma  of  bod;/. 
Case  7,  Table  II.  B. — E.  C.     Carcinoma  of  cervix. 
Case  8,  Table  II.  B. — E.    T.     Upon   opening   the   abdomen 
the  peritoneum  was  found  to  be  greatly  thickened  and  studded 
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all  over  with  tubercles.  The  uterus  was  completely  fixed  and 
likewise  studded  with  tubercles.  The  tubes  and  ovaries  were 
removed,  and  the  uterus  removed  by  supravaginal  amputation, 
it  being  impossible  to  get  down  low  enough  to  deal  with  the 
cervix.  The  uterine  arteries  were  evidently  thrombosed,  as 
they  were  never  seen.  There  was  some  oozing  from  the  stump, 
so  a  Mikulicz'  bag  was  used.  Pathological  report : — Endo- 
thelioma. Patient  died  on  August  15,  1906.  Uterus  fibrous, 
and  contained  some  myomatous  nodules.  {Vide  Mortality, 
Table  VI.,  Case  10.) 

Case  9,  Table  II.  B. — E.  L.  Squamous-celled  carcinoma  of 
cei vix — cauliflower  growth. 

Case  10,  Table  II.  B.— J.  S.  Patient  collapsed  towards 
finish  of  operation,  and  died  shortly  afterwards — December  18, 
1906.  Microscopy  showed  eatly  squamous-celled  carcinoma  of 
cervix.     {Vide  Mortality,  Table  VI.,  Case  14.) 

Case  11,  Table  II.  B. — M.  S.  On  opening  abdomen  a 
•quantity  of  brownish-coloured  fluid  discovered  ;  sponged  out. 
On  cutting  through  the  vagina  after  application  of  clamps  some 
soft,  friable  material  escaped  into  Douglas'  pouch.  This  was 
carefully  sponged  out,  vagina  closed,  and  drainage  through 
abdominal  wound  with  gauze  and  Keith's  tubes.  Microscopy 
showed  diffuse  ade no-carcinoma  of  body.  Death  took  place  on 
January  28,  1907.     {Vide  Mortality,  Table  VI.,  Case  16.) 

■  Case  12,  Table  II.  B. — J.  C.  Drainage  through  vagina  and 
abdominal  wall.  Microscopy  showed  squamous  carcinoma  of 
cervix. 

Case  13,  Tahlk  II.  B.— M.  W.  Patient  seen  in  Extern 
Dispensary  complaining  of  excessive  leucorrhoea  ;  a  small  mucous 
polypus  twisted  off  cervix.  Examined  microscopically  and 
proved  to  contain  adeno-carcinomn.  Panhysterectomy  ]>erform<»d 
eighteen  <lays  subsequently. 

Case   II.  Taih.k  II.   H.     K.   C.     Papilloma  of  uterus,  early. 

Cask  15,  Table  II.  B.— K.  I).  Bladder  injured  twice 
during  process  of  stripping  down.  Squamous-celled  carcinoma 
of  cervix.  Some  leakage  from  bladder  through  vagina.  Drained 
by  vagina. 
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Case  16,  Table  II.  B.— L.  T.  Vagina  opened  by  finger. 
Drained  through  vagina.  Squamous  carcinoma  of  cervix. 
Died  August  25,  1907.     {Vide  Mortality,  Table  VI.,  Case  21.) 

Case  17,  Table  II.  B.— S.  D.  A  large  portion  of  the  vagina 
was  removed  in  this  case.  Bladder  and  bowel  uninjured.  On 
the  day  following  operation^  patient  developed  symptoms  of 
.acute  sepsis,  with  a  subnormal  temperature  and  a  pulse  of  120 
She  at  once  received  10  c.c  of  Polyvalent  anti-streptococcic 
serum.  The  next  day  a  similar  injection  was  given;  and  again, 
the  day  following,  two  similar  injections.  The  pulse  all  this  time 
remained  about  140,  and  at  times  the  patient  appeared  moribund. 
On  the  fourth  day  after  operation,  however,  the  patient  began 
to  show  signs  of  improvement ;  and  eventually  recovery,  although 
slow,  took  place  without  any  further  complication.  She  left 
hospital  apparently  perfectly  well  on  the  twenty-third  day  after 
operation.  The  type  of  disease  was  sqxiamous  carcinoma  of  the 
-cervix. 

Vaginal  Hysterectomies. 
Case  1.,  Table  III.  A.— K.  M.  Patient  had  been  in  hospital 
three  months  previously  with  a  left-sided  tubo-ovarian  abscess, 
which  was  opened  and  drained  through  the  posterior  fornix. 
■She  was  sent  to  the  country  to  recuperate,  and  the  uterus  was 
found  pushed  to  the  left  by  a  distended  right  tube.  Hemisection 
■of  the  uterus  and  complete  extirpation  performed  with  clamps. 
History  pointed  to  infection  having  been  caused  by  passage  of  a 
•dirty  sound. 

Case  2,  Table  III.  A. — S.   L.     Uterus  removed  for  pyosal- 
pinx.     Clamps  and  hemisection. 

Case  1,  Table  III.  B. — E.  I).  Early  squamous  carcinoma 
-of  cervix.  Ligatures  used  only.  Uterus  split  to  expedite  matters, 
.AS  there  was  little  room  to  work.  Patient  lost  little  blood  during 
the  operation.  Catheter  passed  after  operation,  and  clear  urine 
•drawn  off ;  again  in  lour  hours.  After  that,  pulse  became  feeble, 
no  more  urine  was  secreted,  and  patient  died  in  the  early  morning 
of  February  2,  1906.  An  autopsy  revealed  nothing  abnormal. 
Ureters  were  not  injured,  and  peritoneum  had  fallen  together 
^nd  adhered.     {Vide  Mortality  Table  VI.,  Ca^e  2.) 
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Case  2,  Table  III.  B, — I.  L.  In  this  case  the  uterus  was^ 
very  fixed.  Some  extra  room  was  obtained  by  Schuchardt's 
incision,  in  making  which  a  small  wound  was  made  in  the  boweL 
On  passing  a  sound  a  quantity  of  foul-smelling  debris  came  away, 
so  uterus  was  rapidly  divided  and  removed,  clamps  being  used. 
Three  weeks  later  the  fistvda  in  the  bowel  was  closed  with  catgut, 
sutures.     Squamous  carcinoma  of  the  cervix. 

Case  3,  Table  III.  B. — M.  M'C,  Very  fat  abdominal  walls^ 
so  vaginal  route  chosen.  Uterus  very  fixed.  Clamps  and 
ligatures  used.  The  appendages  as  much  as  possible  were 
removed.     Adeno-carcinoma  of  body. 

Ventro- fixation. --This  operation  for  the  abdominal  suspen- 
sion of  the  uterus  was  undertaken  sixty-six  times.  In  the 
majority  of  the  cases  in  which  it  was  performed  the  indica- 
tions were  retroversion  of  the  uterus,  fixed  or  otherwise, 
coupled  with  sterility  of  a  primary  or  relative  variety. 

We  consider  the  operation  one  of  great  value,  not  merely 
on  account  of  the  permanent  relief  it  gives  the  patient  from 
symptoms  arising  from  the  retroversion,  but  because  it  allows 
of  a  clear  view  of  the  tubes  and  ovaries  and  the  general  condi- 
tion of  the  pelvis.  Repeatedly,  when  we  have  opened  the 
abdomen,  the  tubes  were  found  to  have  their  fimbriated 
extremities  glued  together  and  the  lumen  occluded  or  bound 
do\vn  with  adhesions.  The  ovaries  also  may  be  diseased. 
These  conditions  being  present  it  is  very  doubtful  whether,  in 
many  instances,  the  mere  relief  of  symptoms  by  curettage  and 
the  insertion  of  a  jiessary  after  replacement  \v\\\  overcome  the 
existent  sterility.  Ticsection  of  the  tubes  and  ovaries,  or 
breaking  down  ndhesions  and  probing  the  tubes,  can  be  done 
through  a  very  small  incision,  and,  together  with  ventro- 
suspension,  wc  believe,  give  the  best  hope  of  success.  In  one 
case,  where  operation  for  prolapse  hail  failed,  the  uterus  was- 
sewn  into  the  abdominal  wall ;  climacteric  past. 

Alcxayider-Adaim. — On   five   occasions  this  operation   was- 
])frfornn'd. 
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Vaginal  Fixation. — The  election  of  this  operation  generally 
-depended  upon  the  conditions  found  in  the  vagina  and 
perinaeum.  Where  there  was  much  repair  needed,  or  where 
the  vagina  was  roomy,  it  was  performed  on  twenty-three 
•occasions,  being  twice  associated  with  myomectomy. 

Myofnectomy. — This  conservative  procedure  was  adopted 
whenever  possible.  On  nine  occasions  the  abdominal  route 
was  chosen;  the  vaginal  route  on  five — twice  in  connection 
with  vaginal  fixation.  On  two  occasions,  where  the  tumours 
lay  in  the  uterus,  that  organ  was  bisected,  the  tumours 
removed,  and  the  cavity  of  the  uterus  curetted — the  uterus 
being  then  sutured  and  the  abdomen  closed.  Red  degenera- 
tion was  found  in  these  two  cases,  and  in  one  other  above. 

Fibrous  Polypus. — Eight  cases  occurred.  Two  were  large, 
and  were  removed  by  morcellation ;  the  others  by  torsion. 

Anterior  Hysterotomy  and  Dilatation. — Both  these  operations 
were  undertaken  for  incarceration  of  the  gravid  uterus : — 

Case  1. — B.  C,  aged  twenty-three  years,  5-para.  Admitted 
to  hospital  on  April  6,  1906,  complaining  of  great  paiu  in  the 
sides  and  back,  and  difhculty  in  passing  urine,  which  she  was 
only  able  to  do  standing  up.  Vomiting  occurred  after  meals, 
and  constipation  was  severe  though  not  absolute,  defrecation 
being  unaccompanied  by  pain.  Patient  did  not  know  she  was 
pregnant,  there  being  no  menstrual  history,  as  her  last  child  was 
born  eight  months  previously,  and  she  was  still  nursing.  The 
bladder  was  enormously  distended  ;  this  was  catheterised  and  a 
quantity  of  foul-smelling  urine  drawn  off.  Efforts  were  made 
to  reduce  the  uterus,  but  without  avail,  and  since  the  bladder 
was  so  acutely  inflamed  operative  measures  were  not  desirable. 
The  bladder,  therefore,  was  washed  out  daily  and  the  bowels 
attended  to.  The  temperature,  which  had  been  elevated  on 
admission,  remaind  up,  reaching  101°  at  night,  when  the  pulae 
was  180.  On  the  fifth  day  subsequent  to  admission  a  colpo- 
cystotomy  was  performed.  This  had  the  effect  of  reducing  both 
temperature  and  pulse.  The  general  condition  of  the  patient, 
however,  continued  bad  despite  all   treatment.     Large  sloufjhs 
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came  away  from  the  bladder,  apparently  the  entire  mucous 
membrane.  Irrigation  was  continued,  but  the  bladder  had 
contracted  almost  to  obliteration.  Finally,  operative  measures- 
were  resorted  to  on  May  21,  1906.  Anterior  hysterotomy  was 
performed,  version  effected,  and  the  after-coming  head  of  a  five 
months'  child  perforated  and  extracted.  The  patient  collapsed, 
and  died  just  at  the  termination  of  the  operation.  Her  condition 
of  tox;emia  from  the  acute  cystitis  made  her  case  well  nigh 
hopeless.     {Vide  Mortality,  Table  VI.,  Case  4.) 

Case  2. — M.  B.,  aged  thirty-five  years,  6-para,  was  admitted 
on  June  5,  1906,  with  a  history  of  dysuria  and  constipation 
accompanied  by  pain.  Her  urine  dribbled  away  when  she  was 
in  bed.  Her  feet  were  at  times  swollen.  She  had  been  sufEer-^ 
ing  from  these  symptoms  for  five  weeks  previously.  There 
was  no  menstrual  history,  as  her  last  child  was  born  seven  months 
before  and  was  still  being  breast  fed.  On  examination  the  uterus 
was  found  gravid  and  incarcerated,  and  severe  cystitis  waa 
present.  Urine  contained  blood  and  pus.  The  bladder  was 
washed  out,  and  a  self-retaining  catheter  inserted  on  June  8, 
1906.  The  uterus,  which  had  resisted  efforts  at  reduction,  was 
dilated  with  Frommer's  dilator,  and  the  child  extracted.  The 
pulse  and  temperature,  elevated  on  admission,  did  not  descend, 
but  hopes  were  entertained  that  she  would  ultimately  get  well. 
She  died,  however,  on  June  11,  1906.  {Vide  Mortality,  Table  VI., 
Case  8.) 

Atmocausis. — Tiiis  answered  very  favourably  on  two 
occasions.  In  one  case  the  patient,  aged  thirty,  and 
unmarried,  suflered  from  mono-  and  metrorrhagia.  She  was 
curetted,  but  after  some  months  these  recurred.  Atmocausis 
was  tried  and  an  excellent  result  obtained.  The  other  case  was 
also  one  of  hu'morrhage,  with  a  somewhat  enlargeil  utenis, 
carcinoma  and  fibroid  being  excluded.  The  treatment  was 
proceeded  with,  elTecting  a  cure. 

Ca'sarcan  Scctiwi. — This  operation  was  performed  four 
times  successfully.  {\ldc  Maternity  Reports,  I'.K.).")  I !•(»»').  and 
lOOG-HK)?.) 
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FALLOPIAN   TUBES. 

Pyosalpinx  and  Salpingo-oo'phontis. — Two  cases  were  dealt 
with  by  vaginal  hysterectomy  {vide  Table  III.  A.).  The 
abdomen  was  opened  in  three  cases  and  panhysterectomy 
performed  {vide  Table  II.  A.,  Cases  21,  34,  and  35).  In 
another  case  two  tubercular  tubes  were  removed  by  the 
abdominal  route,  while  in  three  others  tubo-ovarian  abscesses 
were  opened  and  drained  through  the  posterior  fornix.  One 
patient  died  {vide  Mortality,  Table  VI.,  Case  18) — the  tube 
rupturing  when  being  removed. 

Salpingoplasty  and  Salpingectomy. — Whenever  a  conserva- 
tive operation  was  possible  it  was  performed.  If  a  tube 
were  found  to  be  occluded  or  useless  owing  to  adhesions 
it  was  spht  longitudinally  and  the  edges  oversewTi,  so  that  an 
artificial  ostium  was  made,  or  a  portion  of  the  tube  was  resected. 
In  many  cases  the  tubes  were  probed  in  order  to  make  sure 
that  there  existed  no  obstacle  to  the  passage  of  an  ovum.  In 
many  instances  also  the  ovaries,  if  necessary,  were  resected. 
Ventro-fixation  for  retroversions  of  the  uterus  in  nulliparous  or 
relativel}'-  sterile  women  was  the  indication  for  laparotomy. 
Operations  of  this  nature  were  undertaken  as  follows : — 
Salpingoplasty,  six  cases  ;  salpingectomy,  seven  cases. 

Tubal  Pregnancy. — Eight  cases  in  all  called  for  operation. 
In  seven  instances  the  abdomen  was  opened  ;  in  one  the  tube 
was  removed  through  the  vagina. 

Hcemaiosalpinx. — One  case,  evidently  due  to  tubal  gestation, 
which  had  existed  some  long  time  previously,  was  removed  by 
ventral  ccehotomy. 

Hydrosalpinx. — Only  one  case  was  noticed.  (For  particulars 
vide  Case  8,  Table  IV.) 

Cysts  of  Morgagni. — Two  cases  of  this  occurred.  They  had 
in  both  instances  attained  the  size  of  a  large  grape.  The 
ovary  had  been  pulled  into  Douglas'  pouch,  and    the   pain 
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associated  was  very  severe.     Removed  through  abdomen.     In 
neither  case  was  a  diagnosis  made. 

OVARIES. 

Ovariotomies.— 1l]\&  above  table  shows  the  cases  where  the 
operation  was  undertaken  for  ovarian  disease.  In  other  cases 
where  ovaries  were  removed  details  are  given  under  the 
heading,  and  in  the  tables  of  other  operations  undertaken  not 
primarily  for  ovarian  disease. 

Case  9,  Table  IV. — M.  K.  The  operation  was  rendered  very 
difficult  owing  to  density  of  adhesions,  for  the  most  part  intestinal, 
and  the  extreme  friability  of  the  tumour.  Unfortunately  the 
tumour  was  ruptured,  and  the  contents  escaped  into  the  abdominal 
cavity.  The  intestine  was  perforated,  but  stitched  by  Halsted's 
sutures.  As  there  was  considerable  oozing  a  Mikulicz's  bag  was 
inserted  and  replaced  on  the  second  day  by  a  Kocher's  tube. 
Death  took  place  a  month  later.     IVIicroscope  showed  carcinoma. 

Case  19,  Table  IV. — M.  M.  A  large  ovarian  cyst  evacuated 
fluid,  at  first  a  dirty  brown  colour,  followed  by  what  looked  like 
purulent  fluid.  The  parietal  peritoneum  was  thickened,  to  which 
the  cyst  was  adherent.  On  the  fundus  of  the  uterus  a  small 
nodule  of  purulent  matter  was  noticed.  This  was  excised,  and 
the  uterus  was  found  very  friable.  The  patient  had  suffered  from 
violent  headaches  prior  to  admission,  and  continued  to  do  so 
after  the  operation.  She  became  aphasic,  and  temperature  and 
pulse  rose  ;  respirations  also  increased.  On  the  afternoon  of  the 
seventh  day  the  patient  was  seized  with  convulsions,  the  third 
proving  fatal.  No  autojisy  was  allowed.  Death  was  possibly  dut* 
to  tubercular  meningitis,     {Vide  Mortality,  Table  VI.,  Case  12.) 

Case  21,  Table  IV.— M.  G.  Patient  admitted  with  elevated 
pulse  and  temperature  ;  stated  she  had  been  in  agony  for  four 
days  ;  was  four  months  pret^nant.  A  moderately  large  ovarian 
cyst  diaf^iosed,  ^^•ith  twsted  pedicle.  The  cyst,  the  size  of  a  full 
term  fa?tal  head,  was  removed  without  opening  it.  The  pedicle, 
twisted  three  times,  was  very  congested,  and  showed  commencing 
gnnprene.  It  was  ligatured  as  low  down  as  possible.  Durinp  the 
second  night  the  bowels  moved  and  were  very  offensive  ;  salol 
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and  turpentine  given.  On  the  third  the  patient  aborted,  the 
pulse  became  imcountable,  and  death  supervened.  {Vide 
MortaHty,  Table  VI.,  Case  13.) 

Case  23,  Table  IV. — J.  M.  A  left  intraligamentous  cyst 
ruptured  during  removal ;  contents  viscid,  purulent  and  foetid  ; 
drained  through  posterior  fornix.  A  continuous  slight  rise  of 
temperature  noticed  for  some  days  before  operation.  Death 
took  place  on  the  third  day.    {Vide  Mortality,  Table  VI.,  Case  15.) 

Case  26,  Table  IV. — A.  W.  Carcinoma  of  the  left  ovary, 
with  ascites.  Tumour  removed.  Patient  gradually  sank,  and 
died  on  the  sixteenth  day.  Drainage  was  efEected  in  this  case 
by  a  Keith's  tube  in  lower  angle  of  wound.  {Vide  Mortality, 
Table  VI.,  Case  17.) 

Cases  8  and  29,  Table  IV. — S.  A.  Patient  operated  on  in  the 
first  instance  for  left  intraligamentous  cyst,  and  double  hydro- 
salpinx. The  latter  condition  was  only  recognised  upon  opening 
the  abdomen.  They  were  exceedingly  thin-walled  and  flaccid, 
and  so  were  not  felt  on  vaginal  examination.  The  second  opera- 
tion was  undertaken  ten  months  later  for  right  cystic  ovary. 

Case  28,  Table  IV. — M.  S.  Patient  had  sufEered  considerable 
pain  some  months  before  admission,  and  had  been  tapped.  The 
pedicle  was  found  twisted  twice,  but  there  were  no  symptoms. 

Case  31,  Table  IV. — B.  M.,  operated  on  in  April,  1907;  had 
been  twice  tapped  before  admission — in  February  and  October, 
1906. 

Case  32,  Table  IV. — B.  N.  Patient  admitted  with  history  of 
having  missed  a  period,  suffering  from  colicky  pain  in  the  lower 
part  of  the  abdomen,  and  slight  hremorrhage.  A  cystic,  tender 
tumour,  size  of  a  large  egg,  was  felt  lying  in  Douglas'  pouch  ; 
uterus  slightly  enlarged  and  suggestive  of  pregnancy.  A  diagnosis 
of  tubal  gestation  was  made,  but  upon  opening  the  abdomen  a 
left-sided  ovarian  cyst  was  found,  with  a  twice  twisted  pedicle  and 
hajmorrhage  into  the  cyst.  The  patient  was  pregnant  about  one 
and  a  half  months.  The  patient  convalesced,  and  pregnancy 
continued. 

Case  36,  Table  IV. — B.  S.  Both  ovaries  densely  adherent  to 
intestines,    and    with    great    difficulty    removed.     They    proved 
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carcinomatous.  It  is  of  interest  to  note  that  since  their  removal 
the  patient  has  been  free  from  pain,  and  enjoys  good  health, 
having  put  on  a  stone  in  weight  since  the  operation. 

Ovarian  Resection. — The  same  conservative  mode  of  treat- 
ment as  that  adopted  in  tubal  cases  was  extended  to  the 
ovaries.  If  an  ovary  showed  signs  of  disease  whenever 
possible  the  diseased  portion  was  removed  and  some  ovarian 
tissue  left.  The  operation  of  resection  was  performed  in  all 
thirteen  times. 

Ovarian  Pregnancy. — This  rare  condition  was  met  with  once. 
The  svmptoms  were  those  of  tubal  gestation.  The  abdominal 
route  was  chosen  for  removal  of  the  organs. 

EXPLORATORY  I-APAROTOMIES. 

Case  1,  Table  V. — M.  H.  The  history  showed  that  for  six- 
months  urine  had  been  passed  in  small  amount,  not  more  than 
half  a  tumblerfvd  a  day.  The  abdomen  had  swollen  six  weeks 
before  coming  to  hospital,  but  she  thought  that  she  had  been 
getting  stouter  for  the  last  three  or  four  years.-  The  menstrual 
history  had  been  normal,  the  menopause  ha\'ing  taken  place 
eighteen  months  previously.  On  examination,  the  abdomen  was 
foimd  enormously  distended  and  dull  all  over  up  to  the  costal 
margin.  A  large  quantity  of  ascitic  fluid  was  evacuated  upon 
opening  the  peritoneum,  that  structure  being  greatly  thickened 
and  studded  over  Avith  whitish  tubercles.  The  bowels  were 
densely  matted  together,  so  that  nothing  could  be  seen  of  the 
pelvic  organs.  A  small  portion  of  peritoneum  was  removed  for 
examination,  and  proved  to  be  carcinomatous.  The  fat  in  the 
abdominal  wall  was  one  and  a  half  inches  thick.  A  drainage 
tube  was  inserted.  The  patient,  though  temporarily  relieved  by 
the  evacuation  of  the  ascitic  fluid,  gradually  sank,  and  died  eight 
days  later.     {Vide  Mortality,  Table  VI.,  Case  3.) 

Case  2,  Table  V. — M.  C.  had  been  previously  operated  on 
elsewhere  for  the  removal  of  ascitic  fluid.  Admitted  with  con- 
siderable distension  of  the  abdomen  and  complaining  of  constant 
pain  in  the  sides  and  back.  Mtii.'^truation  was  regular,  lasting 
for  three  days,  accompanied  with  slight  pain.     The  ascitic  fluid 
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was  evacuated,  and  the  peritoneum  found  greatly  thickened  and 
nodular ;  the  ovaries  small  and  very  hard ;  a  portion  removed  for 
examination,  and  reported  upon  as  being  probably  peritoneal 
cancer.  In  order  to  lessen  the  amount  of  ascites,  iodoform  gauze 
was  inserted  into  Douglas'  pouch,  also  on  either  side  and  in 
front  of  the  uterus,  and  brought  through  the  lower  angle  of  the 
abdominal  wound.  The  patient  left  hospital  relieved — the 
ascites  not  having  recurred  to  anything  like  its  former  amount. 

Case  3,  Table  V. — M.  R.,  admitted  complaining  that  her 
abdomen  was  becoming  swollen,  and  that  she  was  losing  flesh. 
Three  months  previously  she  had  collapsed  suddenly  twice,  with 
a  five  hours  interval.  Since  then  the  abdomen  had  been  getting 
larger  and  pain  constantly  present.  She  was  further  troubled 
with  vomiting  and  diarrhoea.  Menstruation  normal.  Urine 
loaded  with  albumen.  On  examination,  the  uterus  was  found 
enlarged  ;  also  the  right  ovary.  Above  the  ovary  lay  another 
mass,  which  was  diagnosed  as  intestinal.  On  opening  the 
abdomen  the  adhesions  were  so  numerous  and  formidable  that 
nothing  could  be  done,  so  some  ascitic  fluid  having  been  evacuated 
the  abdomen  was  closed.     The  condition  proved  to  be  tubercular. 

Case  4,  Table  V. — E.  M'D.  came  into  hospital  complaining 
of  dysuria,  which  began  a  fortnight  before,  associated  with  severe 
abdominal  pain  and  dribbling  away  of  urine.  Menstrual  history 
normal.  The  uterus  was  fomid  small  and  dextroverted,  and  on 
the  left  a  semicystic  tumour  was  felt,  the  size  of  a  foetal  head  at 
term.  As  the  ovary  could  not  be  felt  on  that  side  a  diagnosis 
of  ovarian  cyst  was  made.  The  tumour  presented  when  the 
abdomen  was  opened,  and  was  so  densely  bound  by  adhesions 
to  the  intestines  and  the  parietal  peritoneum  as  to  completely 
prevent  its  removal,  so  it  was  evacuated  of  a  quantity  of  dark 
fluid  and  friable  tissue,  and  the  cavity  tamponed  with  gauze. 
The  microscopic  examination  showed  the  tissue  removed  to  be 
for  the  most  part  blood  clot  with  a  few  shreds  of  muscle  tissue. 
The  patient  made  an  iminterrupted  recovery,  and  all  signs  of  a 
tumour  vanished.  It  is  now  believed  to  have  been  probably  an 
intraperitoneal  hsamatocele  from  ruptured  tubal  pregnancy. 

Case  5,  Table  V. — K.  J.,  aged  ninctoon  years,  a  nullipara, 
admitted  with  the  following  history  : — Eight  weeks  previously 
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she  had  vomited  after  every  meal,  and  this  continued  for  a  fort- 
night and  then  ceased.  For  three  weeks  she  had  suffered  from 
a  dragging  pain  in  the  lower  part  of  the  abdomen,  latterly- 
associated  with  tenderness  and  distension.  Menstruation  had 
for  some  time  been  very  scanty,  and  no  flow  had  been  seen  for 
six  weeks.  The  pulse  on  admission  was  120,  and  the  temperature 
101.6°.  On  examination,  a  hard  mass  was  made  out  in  the  abdo- 
men, running  almost  to  the  subcostal  margin  on  either  side, 
shghtly  higher  on  the  right  side.  There  was  a  well-defined  edge 
on  the  left  side,  which  ran  down  to  a  point  slightly  outside  mid- 
Poupart  on  that  side.  The  uterus  was  small,  antiflcxed,  sUghtly 
dextroverted  and  freely  moveable ;  both  ovaries  were  felt ;  nothing 
in  Douglas'  pouch.  The  pulse  previous  to  operation  varied 
between  100  and  120.  The  temperature  always  higher  at  night 
than  in  the  morning,  about  102.4°.  The  abdomen  was  opened 
between  the  symphysis  and  the  umbilicus  in  the  middle  hne. 
The  peritoneum  apparently  was  greatly  thickened,  and  when 
opened  a  quantity  of  foul  fsecal  material  came  away.  This  was 
washed  out,  the  cavity  tamponed  with  iodoform  gauze  and  drained 
through  the  lower  part  of  the  wound.  The  abdomen  was  closed, 
nothing  having  been  made  out.  It  was  believed  that  the  condition 
was  one  of  a  tubercular  abscess  with  a  fistula  near  the  stomach. 
After  operation  the  bowels  moved  in  the  usual  way.  The  patient 
progressed  fairly  well  until  the  sixth  day,  when,  on  removal  of 
the  Michel's  clips,  the  wound  gaped  open.  It  was  then  noted 
that  all  nutriment  administered  by  the  mouth  came  away  through 
the  wound.  The  patient  continued  in  this  state  for  another  two 
days,  and  then  sank  and  died.     ( Vide  Mortality,  Table  VI.,  Case  7.) 

Case  6,  Table  V. — C.  F.,  an  unmarried  girl,  admitted  with  a 
history  of  an  abdominal  tumour  noticed  first  six  months  previously 
lying  on  the  right  side.  Menstruation  had  been  very  profuse,  but 
had  ceased  seven  months  before.  The  uterus  was  apparently 
small  and  antiflexcd,  a  cystic  mass  lying  behind,  but  to  which 
no  pedicle  could  bf>  felt.  On  opening  the  abdomen  a  uterus  the 
size  of  a  four  and  a  half  months'  pregnancy  presented ;  a  large 
pedunculated  fibroid  sprang  from  the  right  cornu,  and  a  small 
sessile  one,  situated  on  the  anterior  uterine  wall,  had  evidently,  on 
examination,  been  mistaken  for  the  uterus.  The  uterus  was, 
moreover,  pregnant  about  four  and  a  half  mouths.     As  there  was 
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no  likeliliood  of  obstruction  being  offered  to  labour  it  was  decided 
not  to  interfere,  so  the  abdomen  was  closed. 

Case  7,  Table  V. — A.  M.,  a  young  married  woman,  admitted 
with  a  history  of  four  abortions  at  short  intervals.  Menorrhagia 
and  metrorrhagia  were  present.  A  myomatous  uterus  was 
diagnosed,  and  so  it  was  decided  to  perform  myomectomy.  It 
was  foimd,  however,  on  opening  the  abdomen,  that  the  myomata 
were  so  small  that  there  was  nothing  to  be  gained  by  their  removal. 
The  abdomen  was  accordingly  closed,  and  before  the  patient  left 
hospital  the  uterus  was  curetted. 

Case  8,  Table  V. — B.  D.  This  patient,  who  had  "  many  " 
years  passed  the  menopause,  was  admitted  suffering  from  an 
enormously  distended  abdomen,  which  had  been  increasing  for 
three  months.  The  abdomen  was  completely  dull  all  over. 
Nothing  abnormal  could  be  detected  by  vaginal  examination. 
A  diagnosis  of  probable  ovarian  cyst  was  made.  The  opening  of 
the  abdomen  showed  the  condition  to  be  one  of  ascites  associated 
with  malignant  disease,  the  peritoneum  and  the  bowels  being 
studded  with  malignant  tubercles. 

Case  9,  Table  V. — E.  K.  came  into  hospital  complaining  of 
a  swelHng  of  the  abdomen,  which  had  been  coming  on  for  five 
months,  with  a  more  or  less  continuous  pain  in  the  left  hypochon- 
drium  and  iliac  fossa.  A  cystic  mass  was  found  lying  above  and 
behind  the  uterus.  A  tumour  the  size  of  a  three  months'  pregnant 
uterus  presented  when  the  peritoneum  was  opened,  which,  ownng 
to  innumerable  strong  adhesions,  was  impossible  to  remove,  a 
portion  however  being  excised  for  examination,  and  eventually 
reported  as  being  probably  cancer  of  the  ovary. 

Case  10,  Table  V. — E.  K.  admitted  complaining  of  great 
distension  of  the  abdomen,  which  had  come  on  during  the  previous 
six  weeks.  There  was  no  history  of  hemorrhage.  The  patient 
suffered  from  pressure  symptoms,  due  to  displaced  heart  and  liver  ; 
and  these  tending  to  increase,  the  abdomen  was  opened  and  an 
enormous  quantity  of  ascitic  fluid  evacuated.  All  the  abdominal 
organs  were  apparently  infiltrated  with  cancer.  A  portion  of 
the  peritoneum  was  removed  for  examination,  and  proved  to  be 
carcinoma. 
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Case  11,  Table  V. — K.  W.  A  history  of  hsemorrliage  of  six 
months'  duration,  associated  Avitli  pain  in  the  left  hypogastrium. 
Examination  revealed  a  large  antiflexed  uterus.  The  abdomen 
was  ciiriously  hard  to  touch.  On  opening  the  abdomen  intestinal 
adhesions  were  so  dense  as  to  render  anything  being  done  impos- 
sible, so  a  fragment  of  peritoneum,  which  proved  carcinomatous, 
was  removed  and  the  abdomen  closed. 

INOPERABLE   CASES    OF   CANCER. 

Cancer  of  the  cervix,  which  had  advanced  to  such  an  extent 
as  to  render  a  major  operation  out  of  the  question,  was  met 
with  on  eight  occasions.  One  unfortunate  woman  refused 
treatment.  The  other  cases  were  treated  by,  first,  curettage 
of  the  part  and  then  with  plugs  of  cotton  wool  soaked  in  a 
saturated  solution  of  zinc  chloride. 

Inoperable  cancer  of  the  body  was  met  with  once  and  treated 
palliatively.  On  two  occasions  epithelioma  of  the  vulva  was 
so  extensive  that  operative  measures  could  not  be  considered, 
and  the  cautery  was  used  to  effect  relief. 

MISCELLANEOUS   OPERATIONS. 

Herniotomy. — Herniotomy  was  performed  four  times.  In  all 
cases  the  hernia  was  due  to  the  giving  way  of  the  scar  of  some 
previous  laparotomy. 

Appendectomy  and  Abscess  of  Appendix. — Four  times  the 
appendix  called  for  removal,  but  in  every  case  was  under- 
taken as  a  secondary  operation — i.e.,  the  abdomen  having  been 
opened  for  some  other  pelvic  condition.  The  abscess  pointed 
over  M'Burney's  spot,  and  was  opened  and  drained. 

Cancer  of  Breast. — One  case  of  this  was  sent  up  from  the 
country.  The  patient  absolutely  refused  to  go  to  a  general 
hospital  for  treatment.  Mr.  Heuston,  Consulting  Surgeon  to 
the  Hospital,  kindly  consented  to  operate. 

Abscess  of  Breast. — Two  cases  of  very  severe  abscess  were 
admitted  from  the  Extern  Department,  and  treated. 
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Varicosity  and  Thrombosis  of  Veins  in  Broad  Ligament. — 
E.  M.,  6-para,  aged  thirty-three  years,  was  confined  in  hospital 
of  a  full  term  child  on  November  24,  1906  ;  the  placenta  was 
adherent,  and  was  removed  manually.  After  two  or  three  days 
she  developed  symptoms  of  sapraBmia,  the  pulse  and  temperature 
being  elevated.  The  uterus  was  douched,  and  eventually  the 
pulse  and  temperature  fell — the  temperature  to  about  99°,  the 
pulse  to  100.  A  vaginal  examination  was  made,  as  the  patient 
complained  of  pain  in  the  right  iliac  fossa,  and  a  tense  mass  was 
found  in  the  right  fornix.  This  after  a  few  days  was  readily 
palpable,  and  its  growth  was  associated  with  pain — the  pulse 
and  temperature  remaining  about  100  and  99°.  The  mass  had 
dislocated  the  hepatic  flexure  of  the  colon,  and  this  was  clearly 
felt ;  and,  further,  had  reached  to  the  lower  end  of  the  kidney. 
Operative  measures  were  considered  on  account  of  the  signs 
present,  but  it  was  decided  to  open  extraperitoneally  and  discover 
the  cause.  On  December  13,  1906,  the  abdomen  was  opened 
along  the  right  semilunar  line.  The  peritoneum  was  stripped 
away  without  opening  it.  A  large  tumour  was  foimd  extending 
from  the  right  broad  ligament  to  the  lower  border  of  the  kidney. 
That  organ  was  dislocated,  as  it  was  impossible  at  the  time  to  say 
what  the  tumour  was.  Finding  that  the  kidney  was  in  no  way 
involved  it  was  replaced.  The  peritoneal  cavity  was  opened, 
but  was  closed  again,  since  there  was  no  intraperitoneal  involve- 
ment. The  mass  was  then  removed  extraperitoneally.  There 
was  no  haemorrhage,  and  after  removal  it  proved  to  be  a  collec- 
tion of  enormously  dilated  thrombosed  veins.  The  wound  was 
closed,  but  before  doing  so  it  was  drained  with  iodoform  gauze 
through  a  counter-opening  made  in  the  flank.  On  the  seventeenth 
day  a  hardness  was  noticed  round  the  wound,  and  a  probe  was 
passed,  causing  the  evacuation  of  some  pus.  There  was  no 
tendency  for  the  wound  to  open,  nothing  further  came  away, 
and  the  patient  was  sent  to  the  Convalescent  Home,  where  she 
rapidly  got  well. 

Abdominal  Section  for  Tubercular  Peritonitis. — N.  C,  aged 
fourteen,  admitted  with  a  history  of  severe  abdominal  pain 
recurring  at  intervals  for  eighteen  months.  There  was  no 
diarrhoea,  but  occasional  attacks  of  constipation.  On  examina- 
tion, there  was  marked  thickening  on  the  left  side  at  the  level 
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of  the  umbilicus,  and  a  mass  felt  in  the  left  iliac  fossa.  A  diagnosis 
of  tubercular  peritonitis  was  made  and  verified  by  her  opsonic 
index.  The  abdomen  was  therefore  opened.  Adhesions  were 
numerous,  some  of  which  were  broken  down,  and  the  abdomen 
closed.     The  patient  improved  greatly. 

MORTALITY.     {Vide  Table  VI.) 

Case  1,  Table  VI.— K.  N.  {Vide  Table  II.  B.,  Case  2.)  No 
post-mortem  was  made  in  this  case.  The  smears  taken  from  the 
specimen  removed  showed  streptococci  and  staphylococci. 

Case  2,  Table  VI.— E.  D.  {Vide  Table  III.  B.,  Case  1.)  The 
autopsy  revealed  no  cause  of  death.  The  amount  of  blood  found 
in  the  abdominal  cavity  was  not  more  than  was  to  be  expected 
after  removal  of  the  uterus.  The  fact  also  of  the  peritoneum 
having  closed  showed  that  no  further  haemorrhage  could  have 
occurred  subsequent  to  operation. 

Case  3,  Table  VI.— M.  H.  {Vide  Table  V.,  Case  1.)  No 
post-mortem  made  in  this  case.  Patient,  who  was  very  weak, 
gradually  sank,  and  died  eight  days  after  operation. 

Case  4,  Table  VI. — B.  C.  {Vide  "  Uterus  :  Anterior  hyster- 
otomy.") Patient  in  an  extremely  septic  condition  from  the  severe 
cystitis.     Death  took  place  on  completion  of  operation. 

Case  5,  Table  VI.— M.  M.  {Vide  Table  II.  B.,  Case  5.)  No 
post-mortem  made.  Temperature  subnormal,  pulse  about  114  all 
through.  Patient  wasted,  and  death  was  probably  due  to  the 
extreme  cachexia. 

Case  6,  Table  VI.— M.  K.  (Fit/e  Table  IV.,  Case  9.)  Patient 
admitted  with  a  high  temperature  (101°)  and  rapid  pulse.  The 
pulse  and  temperature  remained  high  ;  T.  circa  100°.  For  five 
weeks  temperatun^  then  rose  to  102°,  pulse  got  very  feeble,  and 
patient  died. 

Case  7.  {Vide  Table  V.,  Case  5.)— K.  J.  The  autopsy  showed 
a  most  interesting  state  of  affairs.  What  had  been  considered 
the  thickened  peritoneum  proved  to  be  the  stomach  wall  adherent 
to  the  anterior  abdominal  wall  and  (he  fundus  of  the  l)ladder. 
The  stomach  was  greatly  dilated  and  infiltrated  with  carcinoma. 
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The  case  is  interesting  further  having  regard  to  the  youth  of  the 
patient. 

Case  8.  {Vide  "  Uterus  :  Anterior  Hysterotomy  and  Dilata- 
tion.")— M.  B.  This  patient  was  septic  from  the  grave  cystitis 
present,  and  showed  a  high  pulse  and  temperature  from  ad- 
mission. 

Case  9. — This  patient  was  admitted  on  July  27,  1906,  with  a 
history  of  having  been  tapped  for  ascites  five  days  previously. 
She  stated  she  had  been  ailing  for  eighteen  years.  She  first 
noticed  a  tumour  in  her  abdomen  ten  years  before.  There  had 
been  several  floodings,  the  last  one  having  occurred  four  months 
ago,  from  date  of  admission,  and  had  lasted  for  six  weeks.  She 
had  suffered  from  severe  pain  in  the  back,  the  abdomen  and  legs 
for  three  months  ;  also  a  profuse  white  discharge.  There  was 
no  pain  on  passing  urine,  but  extreme  constipation  was  a  symptom, 
and  more  recently  vomiting.  The  abdomen  was  greatly  distended, 
and  the  patient  very  weak.  The  bowels  were  attended  to,  and 
the  stomach  washed  out,  which  appeared  to  give  great  relief. 
Patient  existed  in  this  state  for  a  month,  and  then  died.  Pulse 
and  temperature  elevated  towards  the  end.  A  post-mortem 
showed  appendicitis  and  peritonitis  to  be  the  cause  of  death. 

Case  10.  {Vide  Table  II.  B.,  Case  8).— E.  T.  Patient  died 
the  day  following  operation,  having  never  recovered  from  the 
shock.  Pulse  156  ;  temperature  100°.  Possible  cause  of  death, 
acute  sepsis. 

Case  11.  {Vide  Table  II.  A.,  Case  17).— M.  B.  Patient  died 
a  week  after  operation  from  congestion  of  the  lungs  (?).  A  post- 
mortem was  made,  and  nothing  further  found. 

Case  12.  {Vide  Table  IV.,  Case  19).— M.  M.  The  patient 
was  admitted  with  a  temperature  100°- 101°,  and  a  pulse  of  about 
110.  The  severe  headaches  pointed  to  meningitis,  and  the 
probable  cause  tubercle.  Unfortunately,  no  post-mortem  was 
allowed. 

Case  13.  {Vide  Table  IV.,  Case  21).— M.  G.  The  patient 
was  evidently  septic  on  admission.  Temperature  100°  ;  pulse 
120.  Death  took  place  on  the  third  day.  Post-mortem  examina- 
tion showed  peritonitis  (pneumococcal  in  origin). 
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Case  14.  {Vide  Table  II.  B.,  Case  10).— J.  S.  Patient,  who 
had  collapsed  towards  completion  of  operation,  had  rallied  some- 
what, but  gradually  sank,  and  died.  The  abdomen  was  opened 
post  mortem,  but  no  blood  was  found  in  the  abdominal  cavity. 

Case  15.  (Vide  Table  IV.,  Case  23).— J.  M.  The  contents 
of  the  cyst  were  infective.     Death  due  to  purulent  peritonitis. 

Case  16.  [Vide  Table  II.  B.,  Case  11).— M.  S.  No  autopsy. 
Patient  gradually  sank,  and  died  five  days  after  operation. 
Death  was  probably  due  to  sepsis. 

Case  17.  {Vide  Table  IV.,  Case  26).— A.  W.  Temperature 
normal  after  operation  for  nine  days.  Pulse,  at  first  high, 
dropped  to  88.  On  the  tenth  day  both  rose  to — temperature 
103°  ;  pulse  130.  Temperature  rapidly  dropped  to  99°,  but  rose 
the  next  day  to  100°,  the  pulse  remaining  high.  Both  rose  again 
to  102°  and  140  respectively  on  the  seventeenth  day,  when  death 
occurred. 

Case  18.  (Fi<i?  "  Fallopian  Tubes  :  Pyosalpinx  ").— M.  D. 
Patient,  aged  twenty-one  years,  a  nullipara,  admitted  complaining 
of  dysmenorrhoea  and  metrorrhagia  for  a  year  ;  a  heavy,  yello^nsh 
discharge  also  present,  and  pain  in  the  back  and  sides.  An 
examination  showed  the  uterus  small  and  anteflexed.  with  two 
cystic  masses  l>ing  one  on  either  side  of  the  uterus  ;  diagnosed 
as  pus  tubes.  The  abdomen  was  opened,  the  pulse  and  tempera- 
ture being  normal,  and  the  tubes  removed.  Unfortunately, 
whUe  removing  the  left  tube,  it  ruptured,  and  some  viscid  purulent 
material  escaped.  Every  precaution  was  taken  to  prevent  a 
general  infection,  but  the  patient  succumbed  to  acute  peritonitis. 

Case  19. — K.  K.  A  patient,  aged  forty-seven  years,  multi- 
para, was  admitted  for  irregular  hromorrhages.  Before  she  was 
even  examined  symptoms  of  pneumonia  wore  exhibited,  and 
death  from  that  disease  took  place  on  the  ninth  day. 

Case  20.  (Fyrf^"  Table  II.  A.,  Case  36).— A.  B.  X  post-mortem 
examination  proved  the  presence  of  some  intraperitoneal 
haemorrhage  and  peritonitis. 

Case  21.  (Vide  Table  II.  B.,  Case  16.)— An  autopsy  discovered 
no  cause  for  death,  which  took  place  on  the  third  morning.    Some 
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cultures  taken  from  the  peritoneal  fluid  showed  Staphylococcus 
aureus.     Query,  acute  sepsis. 


Dr.  Horne  said  they  were  delighted  to  see  the  improvement 
in  the  morbidity,  though  he  would  prefer  to  see  some  one  definite 
method  of  calculating  it  adopted.  The  mortahty  was  also  ex- 
tremely good,  yet  two  deaths  out  of  nine  eclampsia  cases  seemed 
high  in  view  of  present-day  methods. 

Dr.  Gibson  had  great  pleasure  in  congratulating  the  Master 
of  the  Rotunda  Hospital  and  his  Assistants  on  the  large  amount 
of  work  done.  He  regretted  that  he  had  not  yet  had  an 
opportunity  of  reading  the  report,  as  a  copy  had  not  been  sent 
to  him.  Dr.  Bell  had  drawn  special  attention  to  the  fact  that  one 
woman,  for  whom  pubiotomy  was  necessary  on  a  former  labour, 
had  now  delivered  herself  spontaneously.  This  was,  of  course, 
one  of  the  greatest  advantages  of  pubiotomy,  that  they  could 
give  the  patient  every  opportunity  of  delivering  herself,  and 
perform  the  operation  only  when  it  is  indicated. 

Dr.  FitzGibbon  said  that  when  he  was  at  the  Rotunda  cases 
of  venereal  disease  in  pregnancy  were  looked  upon  with 
abhorrence,  and  a  large  percentage  of  them  died  of  septic 
infection  afterwards.  It  was  interesting,  and  apparently  in- 
explicable, that  there  had  never  been  a  death  after  childbirth 
in  the  Lock  Hospital,  which  was  saturated  with  venereal  disease, 
yet  in  the  Rotunda,  where  there  were  the  very  best  conditions, 
deaths  occurred.  In  a  recently  reported  autopsy  the  results  of 
a  previous  pubiotomy  were  examined,  and  the  bono  showed  no 
attempt  at  osseous  union,  which  might  explain  some  cases  of  easy 
delivery  after  pubiotomy,  as  the  fibrous  union  gave  greater  space. 

Sir  Arthur  V.  Macan  said  that  the  great  majority  of  ob- 
stetricians abroad  recognised  38°  C.  as  the  limit  of  morbidity,  and 
he  thought  they  should  adopt  it  unless  there  was  some  very 
great  objection  to  it.  Statistics  on  different  standards  were  use- 
less, and  they  must  use  a  standard  that  others  understood  if  they 
were  to  compare  the  Rotunda  with  other  places.  He  was  con- 
vinced of  the  ease  and  simpUcity  of  pubiotomy,  but  it  had  been 
shown  that  serious  accidents  might  occur  in  the  hands  of  the 
most  skilled  men,  and,  therefore,  ho  could  not  consider  the  opera- 
tion one  to  put  before  a  man  in  ordinary  country  practice  as 
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the  most  suitable  and  certain.  At  the  same  time,  it  was  better 
to  perform  the  operation  in  an  emergency  than  to  let  the  woman 
die  without  any  attempt  to  save  her.  He  thought  that  cases 
of  convulsions  should  not  be  allowed  to  go  on  where  the  sight 
was  already  affected  ;  everything — even  Csesarean  section — should 
be  done.  He  thought  that  the  case  of  death  from  shock  imme- 
diately after  the  removal  of  adherent  placenta  was  worthy  of 
more  detail,  as  the  operation  was  the  most  dangerous  one  in 
midwifery. 

Dr.  Seymour  Stritch,  adverting  to  the  question  of  mortality, 
said  that  there  had  not  been  a  death  in  the  Lock  Hospital  of 
any  sort  following  confinement  during  the  last  twenty-eight 
years,  and  only  one  death  occurred  in  the  London  Lock  Hospital, 
he  was  informed,  in  twenty-five  years.  In  the  Dublin  Lock 
Hospital  there  were  about  twenty  cases  of  delivery  annually. 
Douching  was  constantly  done.  An  account  of  these  cases  would 
be  found  in  the  Medical  Press  and  Circular  for  July  4,  1906. 

Dr.  Ashe  said  that  shortening  the  round  ligaments,  in  his 
experience,  had  been  most  unsatisfactory,  and  he  would  like  to 
know  if  anything  had  afterwards  been  heard  about  the  cases 
operated  on. 

Dr.  Kirkpatrick  suggested  the  inclusion  of  a  statistical  table 
in  connection  with  the  administration  of  anaesthetics  as  a  matter 
of  considerable  importance  which  would  make  a  valuable  addition 
to  both  reports. 

Dr.  Bell  said  that  the  measurements  of  the  true  conjugate 
of  the  patient  who  had  delivered  herself  after  pubiotomy  were 
7  cm.  last  year  and  8  cm.  this  year.  No  one  who  has  had  much 
practice  with  Skutsch's  pelvimeter  will  believe  that  such  a  dis- 
crepancy could  be  possible,  and  the  fact  remained  that  the  woman 
delivered  herself  this  year  in  six  hours.  Last  year  she  was  in 
labour  forty-two  and  a  half  hours,  with  the  head  balloting  frtM'ly 
above  the  pelvic  brim,  when  forceps  were  applied.  They  failed 
to  fix  the  head  in  the  brim.  Three  hours  later  pubiotomy  was 
performed.  Walchcr's  position  was  tried  for  one  and  a  half  hours 
without  success  bi-forc  pubiotomy  was  perfornicd. 

Dr.  Hastings  Tweedy  said  he  did  not  think  any  apology 
was  necessary  for  th(^  method  of  ascertaining  morbidity  which 
had  been  adopted  at  the  Rotunda.  Reference  Imd  been  made 
to  the  Queen  Charlotte  Hospital  Report,  where  a  morbidity  of 
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20  per  cent,  was  shown  when  estimated  by  the  rigid  methods 
adopted  at  that  institution  ;  and  yet,  when  this  morbidity  was 
calculated  by  the  rules  laid  down  by  the  British  Medical 
Association  and  by  those  which  obtain  at  the  Rotunda,  it  showed 
a  marked  decrease.  It  was  unfortunate  that  the  British  Medical 
Association  and  Rotunda  estimations  of  morbidity  in  the  Queen 
Charlotte  Hospital  Report  were  estimated  from  only  a  small 
number  of  their  cases — i.e.,  300  British  Medical  Association  and 
89  Rotunda.  Needless  to  say  it  is  impossible  to  draw  any  com- 
parison between  their  percentage  morbidities,  as  the  different 
calculations  did  not  deal  with  the  same  number  of  cases.  We 
at  the  Rotunda  could  easily  show  a  hundred  consecutive  cases 
without  any  morbidity.  Thirty- eight  degrees  was  a  purely 
arbitrary  line,  and  it  was  futile  to  take  temperatures  in  the  axilla 
and  compare  them  with  those  taken  in  the  mouth  or  rectum. 
The  British  Medical  Association  suggested  that  the  thermometer 
be  placed  in  the  mouth  ;  the  temperature  be  taken  t\vice  daily — 
at  8  a.m.  and  5  p.m. ;  and  in  these  suggestions  they  were  far 
ahead  of  any  plan  generally  adopted  on  the  Continent.  A 
greater  number  of  temperatures  would  be  found  in  four-hourly 
records  than  in  bi-daily  records.  He  was  not  interested  in  these 
tises  of  temperature  save  as  an  indication  of  disease,  and  it  was 
misleading  to  schedule  every  patient  as  diseased  (morbid)  who 
showed  some  slight  transitory  rise.  What  we  really  want  are 
statistics  of  the  health  of  the  various  hospitals,  and  to  this  end 
the  plan  of  the  British  Medical  Association  is  worthy  of  much 
^ider  recognition  than  it  has  yet  received.  Two  women  on  whom 
he  performed  pubiotomy  last  year  had  since  delivered  themselves 
naturally.  Those  cases  had  been  carefully  measured  by 
Skutsch's  pelvimeter,  had  had  the  head  balloting  above  the  brim 
of  the  pelvis  for  several  hours  before  operative  interference  was 
adopted,  and  had  shown  marked  pelvic  contractions,  measure- 
ments of  which  will  be  seen  by  referring  to  the  report.  One  of 
these  showed  a  marked  increase  in  the  pelvic  measurements  when 
examined  before  the  birth  of  the  second  child.  In  conclusion,  he 
expressed  his  admiration  of  the  way  in  which  the  work  of  the 
reports  had  been  done  by  Dr.  Bell  and  Dr.  Holmes.  The  former 
had  omitted  the  reading  of  the  paragraph  referring  to  himself 
and  Dr.  Holmes,  an  omission  which  Dr.  Tweedy  supplied. 
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ABSTRACTS. 


SECTION  OF  OBSTETRICS. 

Friday,  November  15,  1907. 
'  The    Pbesident    in    the    Chair. 

PresidenCs  Address. 

Dr.  Hastings  Tweedy,  in  thanking  the  Section  for  electing 
him  their  President,  said  that  the  position  had  been  held  in  the 
past  by  men  who  had  made  the  Obstetric  School  of  DubUn 
famous,  and  that  it  was  through  the  Royal  Academy  of  Medicine 
in  Ireland  that  the  profession  in  Dublin  have  the  opportunity  of 
making  known  to  their  countrymen  and  to  the  world  at  large  that 
their  work  is  worthy  of  more  than  provincial  fame.  He  complained 
that  the  Section  had  not  of  late  years  received  the  support 
it  deserved,  and  it  lacked  the  vitaUty  of  the  past.  This  slackening 
of  interest  dated  from  about  the  beginning  of  the  Boer  War,  and 
in  his  opinion  might  be  attributed  to  it.  The  war  had  a  most 
disturbing  influence  on  men's  minds,  and  during  a  period  of  almost 
daily  disaster  the  members  of  this  Section  had  no  heart  to  attend 
the  meetings ;  thus  habits  were  formed  of  which  the  influence  is 
still  felt.  Of  other  explanations  the  most  plausible  is  that  which 
suggests  that  gynaecology  has  ceased  in  its  power  to  interest, 
and  that  as  an  art  it  has  made  no  appreciable  advance  within 
the  last  decade.  In  combating  this  view  he  dealt  with  the  radical 
changes  which  have  been  effected  within  the  past  four  years. 
Rubber  gloves  are  no.v  universally  worn  not  alone  in  abdominal 
but  also  in  vaginal  operations.  Rinsing  the  cleansed  hands 
in  methylated  spirit  and  partially  flUing  the  gloves  with 
similar  fluid  enable  them  to  be  rcadih'  slipped  on,  and  secure 
an  almost  aseptic  condition  of  their  contained  fluid  contents, 
even  after  they  have  been  worn  during  a  two-hours'  operation  ; 
thus  injury  to  the  glove  is  not  fraught  with  fear  of  septic  infection 
through  oozing  of  its  fluid  contents.  We  now  dispense  with 
much  of  the  elaborate  ritual  formerly  considered  necessary  in 
hand-washing.     Skin   maceration   in  the   neighbourhood   of  the 
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field  of  operation  is  prevented  by  painting  the  surface  over  with 
a  saturated  solution  of  picric  acid  in  spirit.    This  solution  is  also 
of  great  use  when  apphed  to  papillary  erosions  of  the  less  chronic 
type.    In  vaginal  surgery  the  field  of  operation  has  been  rendered 
more  sterile  by  the  clipping  of  a  strip  of  boiled  Bilhoth  tissue 
across  the  perinaeum  to  shut  off  the  anal  region,  whilst  the  bags 
which  enclose  the  legs  are  now  connected  with  an  abdominal 
apron  which  prevents  the  operator's  hands  being  contaminated 
in  the  event  of  his  having  to  pause  in  the  midst  of  an  operation 
to  make  a  bi-manual  examination.      The  large  semilunar  incision 
of  Strassemann  pro%ddes  a  rapid  and  ready  method  of  separating 
the  bladder  from  the  cervix,  and  performing  extensive  operations 
through  this  route.     For  vaginal  fixation  the  older  T-shaped 
incision  is  to  be  preferred,  but  here  again  an  improved  technique 
is  adopted  iu  that  the  peritoneum  is  now  insinuated  between  the 
vaginal  wall  and  the  fixing  sutures  of  the  uterus.     The  technique 
for  the  cure  of  cystoceles  and  rectoceles  has  been  much  improved — 
in  the  former  by  tucking  up  the  bladder  and  rolling  it  inwards 
on  itself  with  fixing  catgut  sutures,  and  in  the  latter  by  joining 
again  the  fibres  of  the  levator  muscle  and  pelvic  fascia.     The 
vaginal  operation  for  cancer  of  the  uterus  is  much  more  extensive 
than  formerly.     Pus  tubes  are  dealt  with  in  a  way  that  almost 
ensures  a  safe  recovery.    If  very  acute  the  abscess  can  be  opened 
by   entering   the   abdomen   through  the   posterior   fornix,   and 
directly  draining  through  this  hole.     If  a  relapse  takes  place  the 
pus  is  rendered  less  septic,  and  the  case  may  be  considered  alone 
amenable  to  the  more  radical  operative  procedures.     In  this 
eventuahty  he  strongly  ad\nsed  the  sphtting  of  the  uterus  in  two 
halves,  the  insertion  of  the  whole  hand  into  the  abdominal  ca\nty, 
the  breaking  down  of  adhesions,  the   forcible  dragging   out  of 
the  diseased  tube  with  its  attached  half  of  the  uterus,  the  clamp- 
ing of  the  tubes  outside  the  vulva,  the  pushing  the  clamps  into 
the  abdomen,  and  the  insertion  of  iodoform  gauze  between  them 
(Landau's  operation).    Atmocausis  has  enabled  many  hsemorrhagic 
cases  to  be  cured  that  formerly  would  have  required  removal  of 
the  uterus.     Through   the   abdominal  route   pus  tubes  can  be 
removed  with  greater  safety  than  formerly  by  the  plan  of  spUtting 
the  uterus  down  the  centre  and  removing  them  together  with 
that  organ.     Tubes  affected  with  interstitial  salpingitis  are  re- 
sected, and  their  lumens  made  patent.    Ovaries  are  freely  resected 
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rather  than  sacrificed.  Eaw  surfaces  are  covered  over  with 
peritoneum.  It  is  now  a  matter  of  indifference  (so  far  as  the 
primary  operation  is  concerned)  as  to  whether  the  uterus  is 
removed  with  or  without  its  cervix.  Both  operations  have 
become  easy  and  safe  in  their  performance,  whilst  unpleasant 
after  symptoms  have  been  obviated  by  the  non-removal  of  the 
ovaries.  In  spite  of  this  advance  the  operation  is  less  often  done 
than  formerly,  because  of  the  advantages  offered  by  myomectomy 
as  now  performed.  The  uterus  can  be  spUt  in  two  halves,  the 
myomas  enucleated  from  its  \ra\\s,  and  the  organ  again  stitched 
up  after  the  manner  which  obtains  in  Csesarean  section. 
Operative  treatment  for  cancer  of  the  uterus  has  been  revolution- 
ised. Formerly  if  the  organ  was  fixed,  it  could  not  be  readily 
pulled  down,  or  had  its  cervix  badly  eroded,  surgical  reUef  was 
unobtainable.  It  is  pleasant  to  contemplate  that  gynaecologists 
are  no  longer  deterred  from  relieving  the  suffering  woman,  even 
though  prolonged  immunity  from  the  disease  cannot  be  promised. 
The  three-layer  method  of  suturing  the  abdomen  has  made  it 
possible  to  operate  without  any  fear  of  a  subsequent  hernial 
formation,  and  the  sub-cuticular  skin  sutiu-e  threaded  through 
a  leaden  plate  placed  on  the  wound  throughout  its  entire  length 
has  made  scar  deformity  a  negligible  factor.  Antistreptococcus 
Serum  (Polyvalent  variety),  if  administered  in  suspected  cases 
before  symptoms  have  developed,  provides  a  prophylactic  agent 
against  many  forms  of  sepsis.  Fowler's  position,  too,  is  employed 
from  the  first  in  these  cases,  and  Mr.  Moynihan's  enthusiastic 
advocacy  of  continuous  rectal  irrigation  on  the  appearance  of 
the  earUest  symptoms  of  abdominal  sepsis  has  in  all  likelihood 
placed  in  our  hands  another  valuable  therapeutic  agent.  He 
concluded  by  trusting  he  had  shown  that  gynircology  had  not 
stood  still,  but  that  its  advance  had  been  as  great  in  recent  years 
as  throughout  any  period  of  its  existence. 

Uteri  lie  FU>ro-MffOtiiata. 
Dr.  Alfred  Smith  exhibited  two  fibro-niyoniatous  uteri  with 
ovarian  cyst  attached.  One  gciiorally  associated  with  fibroid 
tumours  of  the  uterus  certain  degenerations  of  the  ovary,  but 
he  did  not  think  he  had  seen — certainly  not  in  two  consecutive 
cases  like  those  exhibited — ovarian  cystomas  associated  with 
fibroid  tumour. 
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The  President  said  there  was  no  reason  why  a  cyst  should 
not  grow  in  a  woman  who  was  already  afflicted  with  myoma, 
yet  he  did  nob  remember  ever  having  seen  them  attached  before. 

Dr.  Purefoy  said  that  a  few  weeks  ago  he  had  removed  a 
•dermoid  cyst  with  which  was  associated  a  fibroid  uterus. 

On  the  suggestion  of  Dr.  Rowlette  one  of  the  tumours 
•exhibited  by  Dr.  Alfred  Smith  was  opened,  and  proved  to  be  a 
•dermoid  cyst. 

Sir  a.  V.  Macan  exhibited  a  case  of  uterine  carcinoma  and 
double  ovarian  cystoma.  He  said  the  woman  was  forty-five  years 
of  age,  had  been  married  since  she  was  fifteen,  but  had  had  no 
children.  The  changes  were  still  regular,  and,  except  for  violent 
hoemorrhages,  the  patient  complained  of  nothing.  On  opening 
the  abdomen  an  ovarian  tumour  was  found  and  removed,  and 
to  his  surprise  he  then  found  another.  The  uterus  was  then 
extirpated.  Afterwards  the  patient  got  bronchitis,  which  gave 
him  some  anxiety  ;  and  later,  out  of  one  of  the  stitches,  fluid 
stuff  came  hke  the  contents  of  a  dermoid  cyst.  However,  she 
made  a  good  recovery. 

Sarcoma   of    Uterus. 

Sir  William  Smyly  exhibited  a  case  of  sarcoma  of  the 
uterus  (?),  and  regretted  the  note  of  interrogation,  but  it 
was  difficult  to  say  what  organ  the  tumour  really  sprang  from. 
On  October  21  he  had  seen  the  patient  for  the  first  time.  She 
was  feverish,  and  looked  very  ill.  On  making  a  bi-manual 
examination  he  found  a  myomatous  uterus,  and  also  a  detached 
tumour  in  the  abdomen.  When  admitted  afterwards  to  hospital 
she  had  all  the  symptoms  of  septic  fever.  It  was  quite  evident 
that  one  of  the  tumours  was  suppurating  or  sloughing,  and  that 
she  could  not  live  any  length  of  time  in  her  then  condition. 
As  a  desperate  resource  he  determined  to  try  to  extirpate  the 
source  of  infection.  It  was  generally  admitted  that  it  was  better 
to  remove  a  septic  tumour  by  the  vagina,  as  it  was  less  likely  to 
cause  a  general  peritonitis  or  a  hernia  than  removal  by  the  ab- 
dominal route.  The  woman  was  unmarried,  and  had  a 
narrow  vagina,  which  presented  the  ordinary  difficulties. 
After  a  good  deal  of  laboirr  in  morcellating  the  uterus  he  got  it 
outside  the  vulva.  It  had  been  held  by  the  tumour  above,  which 
had  prevented  it  from  coming  down.     To  get  the  tumour  he  had, 
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after  all,  to  open  the  abdomen,  and  lie  found  everything  matted 
together.  He  separated  the  adhesions,  scooped  out  the  sloughing 
debris,  and  left  a  cavdty  with  ragged,  infiltrated  walls  commu- 
nicating with  the  lumen  of  the  gut  by  an  opening  as  large  as 
a  sixpence.  It  was  evident  that  the  malignant  disease  had 
extended  from  the  tumour  through  the  walls  of  the  intestines  ; 
and  it  had  involved  so  many  of  the  coils  of  intestines  that  he 
now  reached  the  climax  of  his  woes,  and  found  it  impossible 
to  remove  the  disease.  In  the  desperate  circumstances  he 
stitched  the  intestines  round  the  cavity  as  well  as  he  could, 
and  the  woman  had  not  exhibited  any  bad  symptoms  up  to  that 
day,  which  was  the  fourteenth  from  the  operation. 

Dr.  Harvey  confirmed  Sir  William  Smyly's  remarks  as  to  the 
difficulty  of  saying  what  the  tumour  really  was.  Histologically 
it  was  a  mixed-celled  sarcoma. 

Carciiioina    and   C//stot)in   of   Ortn-i/. 

Dr.  a.  N.  Holmes  exhibited  cases  of  (a)  carcinoma  of  ovary, 
and  (6)  cystoma  of  ovary,  both  from  patients  aged  forty-eight, 
and  in  both  of  whom  great  difficulty  was  experienced  in  getting 
into  the  abdomen.  Both  patients  had  also  made  a  good  recovery. 
In  the  first  case  the  woman's  last  pregnancy  had  been  a  year 
previously,  and  after  it  the  menses  had  ceased.  In  the  second 
case  the  woman  had  never  been  pregnant.  The  chief  points  of 
interest  were  that  in  the  second  case  extensive  adhesions  had  been 
set  up  without  causing  symptoms ;  while  in  the  first  case  the 
symptoms  had  been  coming  on  for  three  years,  and  it  was  curious 
that  the  disease  had  not  spread  further  than  it  did. 

Uterus  linuured  ht/   W'cii/teim's  Method. 

The  President  exhibited  a  uterus  removed  by  Wertheim's 
operation,  in  which  the  amount  of  adjoining  tissue  taken  away  was 
greater  than  any  he  had  ever  seen.  Wcrthcini  said  the  ureter 
should  not  be  disturbed  from  its  bed.  In  at  least  one-third  of 
his  (Dr.  Tweedy 's)  cases  the  cancer  had  got  below  the  urotor. 
which  had  to  be  hfted  in  order  to  dig  the  cancer  out.  It  was 
becoming  a  common  thing  with  him  to  jiut  a  bullet  forcoj^s  under 
the  ureter  and  then  to  lift  it  up  with  the  forceps  while  he  took 
away  the  cellular  tissue  beneath.  He  had  frequently  had 
the  ureter  lying  out  of  its  bed  through  its  whole  extent,  and  yet 
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lie  had  never  had.  a  leakage  or  a  fistula,  which  showed  that  there 
was  a  great  deal  too  much  respect  paid  to  the  ureter. 
The  following  card  specimens  were  shown  : — 

1.  The  President — (a)  Adeno-carcinoma  of  body  of  uterus, 
2  specimens  ;  (6)  epithelioma  of  cervix  uteri,  2  ;  (c)  carcinoma  of 
ovary,  2  ;   {d)  ovarian  cyst,  6  ;   (e)  fibro-myoma  of  uterus,  7. 

2.  Dr.  Purrfoy — (a)  Dermoid  ovarian  cyst ;  (6)  uterine 
fibroids  removed  by  myomectomy. 


Friday,  December  13,  1907, 

The  President  in  the  Chair. 

The  President  showed,  for  Dr.  Duke,  a  self-retaining  tenaculum 
for  cervix,  and  an  apparatus  for  the  rapid  removal  of  swabs 
from  a  Playfaii's  probe. 

Dr.  Henry  Jellett  exhibited  {a)  uterus    showing  unusual 
thinning  of  the  muscle  of  the  fundus  after  pregnancy  ;   (6)  double 
carcinoma  of  the  ovaries  secondary  to  double  mammary  cancer. 
The  first  specimen,  he  said,  was  of  interest,  not  on  account  of 
the  condition  for  which  it  was  removed,  but  for  the  condition 
found    present    after    removal.     The    patient,    who    was   thirty 
years  old,  was  sent  to  him  suffering  fi-om  carcinoma  of  the  vagina. 
There  was  a  large  patch  on  the  posterior  vaginal  wall  involving 
about  the  upper  third  of  the  vagina,  and  though  it  was  separate 
from  the  cervix,  it  had  a  tendency  to  extend  into  the  right  fornix. 
The  rectum  was  free.     He  considered  the  case  was  operable, 
provided  he  could   operate   by   the   abdominal    route,   and   he 
decided  to  do  so.     Tiie  patient  had  had  a  baby  four  weeks  before 
going   into   hospital.     On   the   night   before   the   operation   her 
temperature  rose  to  101:°  F.,  and  she  got  severe  rigors.     On  the 
morning  of  the  day  of  the  operation  her  temperature  was  stil] 
104°,  and  her  pulse  anjiihing  up  to  110.     Having  to  leave  town, 
he  was  in  a  dilliculty  as  to  how  to  deal  with  the  case  ;   operation 
was  contra-indicated,  and  so   he  thought  it  best  to  wash  out  the 
uterus  and  see  if  he  couhl  iind  the  cause  of  the  rise  in  temperature. 
Before  doing  so  he  passed  a  sound,  and  this  passed  into  the 
abdominal  cavity  straight  througli  the  fundus,  whose  resistance 
was  qnite  inappreciable.  Ho  did  not  like  to  leave  a  probablv  septic 
uterus  with  an  opening  into  the  poritonoum,  and  so  he  removed 
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the  uterus  by  the  vagina  and  as  much  of  the  cancerous  vaginal 
wall  as  he  could.  After  the  operation,  he  split  the  uterus  to  see 
why  the  sound  had  gone  through  it,  and  he  found  that  there  was 
■a  cone-shaped  excavation  extending  through  the  fundus  almost 
Xip  to  the  peritoneum.  The  rest  of  the  wall  preserved  its  normal 
thickness.  Microscopical  examination  of  the  fundus  showed 
no  evidence  of  malignant  growth.  The  only  explanation 
he  could  offer  as  to  the  cause  of  the  perforation  was  that  the 
placenta  had  exercised  an  eroding  influence  on  the  uterus  at 
one  spot.  The  patient  got  better  for  a  time,  but  died  about 
two  months  afterwards  of  general  metastases,  plus  weakness. 
The  second  specimen  was  two  carcinomatous  ovaries  removed 
from  a  patient  on  whom  Dr.  Haughton  had  performed  a  double - 
breast  operation  about  six  months  before.  There  could  be  no 
doubt  that  the  ovarian  tumours  were  secondary  to  the  breast 
tumours. 

Dr.  Horne  expressed  great  interest  in  the  first  case,  as  he  had 
had  to  perform  a  similar  operation  recently  on  two  patients,  both 
comparatively  young — thirty-two  and  thirty-four.  In  one  case, 
when  he  traced  the  broad  ligament  into  the  left  ovary,  he  found 
a  mass  of  cancer,  of  which  he  would  have  known  nothing  if  he  had 
attacked  the  case  by  the  vaginal  method.  Three  months  later 
she  had  symptoms  of  return,  and  he  found  another  mass  of 
cancer  high  up  in  the  abdomen. 

The  President  exhibited  a  double  pyosalpinx  removed  intact. 
He  said  the  patient  complained  only  of  sterility.  She  had 
no  pain,  and  she  did  not  look  ill.  She  was  young,  two  or 
three  years  married,  and  had  been  sent  to  him  to  be  curetted. 
He  palpated  the  tumours,  and  diagnosticated  double  ovarian  cyst  ; 
the  uterus  was  felt  lying  between  them.  He  was  very  much 
surprised  to  find  that  they  were  really  very  large  tubes. 
They  were  taken  out  joined  together  and  without  difliculty.  The 
point  of  interest  was  that  he  hoped  he  had  thus  cured  the  patient's 
sterility.  There  was  one  ovarian  cyst,  which  was  removed. 
The  other  ovary  was  resected,  and  a  good  sound  piece  left  behind, 
together  with  healthy  tube  stumps. 

A  discussion  foflourd  on  the  Changes  which  had  been  suggested  bif 
the  General  Medical  Coutwil  in  Oie  method  of  Teaching  Practical 
Obstetrics. 
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Friday,  February  7,  1908. 

The  President  in  the  Chair. 

Ovum  from  Horn  of  Bicornute  Uterus. 
The  President  exhibited  an  ovum  from  the  horn  of  a  bicornute 
uterus.  It  was,  he  said,  a  very  perfect  ovum,  though  now 
shrivelled  in  spirit.  The  woman,  who  had  borne  three  or  ioui 
children,  had  had  persistent  haemorrhage  since  January.  He 
made  a  tentative  diagnosis  of  tubal  pregnancy.  He  operated 
the  following  day,  and,  to  his  surprise,  found  a  small  uterus, 
with  the  tumour  growing  out  from  the  side  of  it.  When  he 
split  the  tumour  in  the  direction  of  the  tube,  the  ovum  came 
out,  and  it  then  appeared  that  he  was  dealing  with  a  two-horned 
uterus.  In  thinking  the  case  over,  he  was  convinced  that  the 
woman  would  have  carried  her  child  to  full  term.  She  had  had 
two  miscarriages  and  three  children,  and  they  had  all,  he  believed, 
developed  in  that  horn.  The  whole  question  of  operation  in  a 
two-horned  uterus  was  in  an  imsettled  state.  They  were  led  to 
suppose  that,  even  if  they  diagnosticated  a  pregnancy  in  a  two- 
horned  uterus,  they  should  treat  it  as  though  it  were  a  tubal  preg- 
nancy ;  but  there  was  no  doubt  that  there  were  many  women 
who  bore  children  in  the  presence  of  this  abnormality.  The 
size  of  the  tumour  might  have  led  him  to  a  correct  diagnosis  : 
it  had  grown  enormously  in  the  ten  days  between  his  examina- 
tions and  the  operation,  yet  it  had  not  burst.  He  had  never 
seen  a  tubal  pregnancy  so  large  without  rupture  taking  place, 
a  fact  which  might  have  put  him  on  the  way  to  a  correct 
diagnosis. 

A  Modificalion  of  Neville^s  Forceps. 
Sir  a.  Macan  said  it  was  not  without  a  good  deal  of  thought 
that  he  had  ventured  to  make  a  modification  in  Dr.  Neville's 
forceps,  on  which  he  had  a  stop  put,  so  that  by  making  a  slight 
movement  of  the  axis-traction  handle,  he  could  tell  at  once, 
without  looking,  that  the  pointer  was  in  the  right  direction. 
He  described  in  detail,  with  specimens,  the  development  in  the 
shape  and  mechanism  of  forceps,  from  the  straight  to  the  extra- 
curved  German  form. 

A  Vesicular  Mole. 
Dr.    Spencer    Sheill  exhibited    a    vesicular    mole.       He 
was,  he   said,  somewhat  disappointed,  as  he  had  hoped  to  be 
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able  to  exhibit  it  as  a  case  of  a  twin  mole,  one  embryo 
having  been,  so  to  speak,  converted  into  the  mole,  and  the  other 
fairly  normally  developed.  The  patient  had  a  marked  history  of 
twins  in  her  own  and  her  mother's  famUy.  She  had  aborted 
four  times,  one  being  a  twin  abortion.  Afterwards,  in  a  twin 
conception,  she  aborted  one,  and  he  subsequently  delivered  her 
of  a  full  term  child.  The  specimen  shown  was  the  next  pregnancy. 
There  was  a  marked  amount  of  fibrous  degeneration  and  a  great 
deal  of  fibrous  tissue  and  thickening,  but  there  was  no  s}'philitic 
history  to  account  for  it.  The  pathological  report  which  had 
been  kindly  made  by  Dr.  Rowlette,  and  which  he  read,  not  only 
disappointed  his  hope  of  being  able  to  exhibit  a  specimen  of  a 
condition  which  had  only  been  reported  a  couple  or  three  times, 
but  also  drove  him  to  the  opinion  that  it  was  a  case  of  what  he 
might  call  mixed  carneous  and  hydatidiform  mole. 

The  President  said  he  had  never  seen  a  vesicular  mole 
together  with  any  portion  of  a  formed  foetus,  as  in  Dr.  Sheill's 
specimen.  He  did  not,  however,  agree  that  it  was  a  carneous 
mole.  He  would  like  to  know  if  the  specimen  camo  away 
spontaneously  or  if  it  had  been  delivered  manually. 

Dr.  Sheill,  in  reply,  said  the  specimen  was  delivered  by  the 
natural  contraction  of  the  uterus.  His  opinion  as  to  the  nature 
of  the  mole  was  based  on  the  naked-eye  appearance,  and  on  con- 
sidering again  the  pathological  report,  he  bowed  to  the  Patholo- 
gist's opinion,  that  it  was  not  a  carneous  mole. 

(o)  Twin  Abortion  with  Double  Placenta  Prcevia  ;  (6)  Labour  Shock. 
Prof.  R.  J.  Kinkead's  communications  on  above  were  read 
by  the  Acting  Secretary.     See  pages  192  and  196,  ante. 

The    Operative    Treatment   of    Puerperal   Fever. 
Sir  a.  Macan  read  a  paper  on  the  above  subject.   See  page  198, 
ante. 


Friday,  March  i:3,  1908. 
The  President  in  the  Chair. 

An  Abnormal  Placenta. 
Dr.   Spencer  Sheill  exhibited   an   abnormal   placenta   which 
showed  a  raised  ring  forming  a  complfte  circle  about  half  way 
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l)etween  the  margin  and  the  insertion  of  the  cord,  about 
"2  cm.  in  depth  and  half  that  in  thickness.  The  membranes 
were  adherent  to  the  margin  of  the  placenta.  On  cutting  into 
the  placenta — at  the  suggestion  of  the  President — he  found  that 
the  membrane  below  the  ridge  met,  but  did  not  cause  a  complete 
folding  of  the  layers.  He  would,  however,  submit  the  specimen 
for  a  closer  examination  to  a  pathologist. 

A  New  Table  for  Estimating  the  Date  of  Delivery  from  the  Size 
of  the  Uterus. 

Dr.  Henry  Jellett  exhibited  the  above.  It  was  not,  he 
said,  intended  for  perfect  accuracy,  nor  was  it  new.  It  was 
simply  an  arrangement  of  ordinary  data  to  save  time  in  calculat- 
ing the  date  of  delivery,  as  estimated  by  the  size  of  the  uterus, 
in  cases  in  which  the  patient  could  not  give  a  definite  menstrual 
history. 

Tuberculous  Salpingitis. 
Dr.  R.  D.  Purefoy  read  a  paper  on  "  Tuberculous  Salpingitis." 
See  page  220,  ante. 


Friday,  April  10,  1908. 

The  President  in  the  Chair. 

^1   Uterine  Tractor. 
Dr.  Ashe  exhibited  a  working  model  of  an  instrument  which 
was,  he  said,  intended  to  combine  a  sound  with  a  tractor  when 
necessary. 

Pathological  Report  on  an  Abnormal  Placenta. 

Dr.  Spencer  Sheill  read  the  follo\\nng  pathological  report 
by  Dr.  Rowlette  on  the  abnormal  placenta  exhibited  at  the  pre- 
vious meeting  of  the  Section,  when  some  of  the  Fellows  present 
had  stated  that  they  had  never  seen  a  similar  specimen  : — 

"  The  placenta  is  slightly  larger  than  normal,  and  quite  firm. 
The  umbilical  vessels  are  very  congested,  and  stand  out 
prominently  on  the  surface  of  the  placenta.  Completely  sur- 
rounding the  attachment  of  the  cord,  and  at  a  distance  of  about 
two  inches,  is  a  raised  ridge,  varying  from  one  and  a  half  to  two 
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and  a  half  inclies  liigh  ;  it  bends  towards  the  cord  so  as  to  form  a 
deep  fossa,  the  inner  surface  of  the  ridge  being  in  apposition 
with  the  surface  of  the  placenta.  The  membranes  are  closely 
adherent  to  the  surface  of  the  placenta,  passing  into  the  depth 
of  the  fossa  and  then  over  the  ridge. 

"  Microscopically,  the  placental  tissue  is  normal.  At  the 
ridge,  however,  the  membrane  is  Hfted  from  the  tissue  by  a  great 
mass  of  fibrinous  coagulum,  which  is  quite  firm.  The  greater 
part  of  the  ridge  seems  to  be  composed  of  fibrin.  The  condition 
must,  therefore,  be  due  to  a  sub-membranous  haemorrhage,  for 
which  I  am  unable  to  suggest  any  cause." 

Sir  a.  V.  Macan  expressed  the  opinion  that  it  was  simply  an 
exaggerated  placenta  circumvallata. 

Dr.  Shetll,  in  reply,  said  that  although  he  was  unable  to 
suggest  a  probable  cause  for  this  placental  abnormaUty,  yet  he 
could  not  agree  with  Sir  Arthur  Macau's  opinion,  inasmuch 
as  he  understood  that  the  so-called  placenta  circumvallata 
invariably  showed  the  chorion  forming  a  rigid  annular  fold  at 
the  inner  limit  of  the  margin.  Neither  did  he  think  it  was  a 
case  of  placenta  marginata,  for  in  these  the  chorion  usually  leaves 
the  placenta  before  reaching  its  margin,  thereby  leaving  a  border 
free  of  membrane.  In  reply  to  a  question  of  Sir  Arthur,  Dr. 
Sheill  said  that  in  his  specimen  the  chorion  was  attached  all 
round  to  the  placental  margin  in  the  usual  way. 

Small  Ovarian  Cyst,  ivith  complete  disappearance  of  Orary. 
Dr.  R.  D.  Purefoy  exhibited  two  pieces  of  the  remains  of 
a  small  cyst  removed  from  a  young  unmarried  patient.  The 
particular  point  of  interest  in  the  specimen  was  that,  notwith- 
standing the  small  size  of  the  cyst,  the  ovary  had  disappeared, 
leaving  nothing  except  a  slight  patch  of  thickening  in  one  part. 

A  Mi/omatous  Uterus.  • 
Sir  W.  Smyly  said  his  interest  in  the  myomatous  uterus — 
which  he  exhibitetl — was  altogether  technical.  Wlion  he  examined 
the  patient  he  was  unable  to  reach  the  cervix,  owing  to  the  extra 
peritoneal  dovchjpment  of  the  tumour  on  the  right  side  of  the 
uterus.  Wlicn  he  operated,  he  took  the  end  of  the  tumour  to 
be  the  cervix,  and  there  was  a  depression  in  it  which  he  took  to 
be  the  OH  \itpri.     Wlion   lie  cjit  into  the  capsule  there  canie   a 
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good  deal  of  hsemorrhage,  which  astonished  hira.  When  he  got 
it  open  enough  to  see  where  he  was,  he  found  he  was  in  the  capsule 
of  the  tumour,  and  had  not  opened  the  vagina  at  all-  He  then 
completed  the  operation — Doyen's  method — in  the  usual  way. 
The  form  of  the  tumour  was  exactly  in  the  long  axis  of  the 
uterus,  and  there  was  little  wonder  that  he  mistook  it  for  the 
cervix. 


Friday,  May  29tk  1908. 

The  PREsroENT  in  the  Chair. 

Two  Uteri  Removed  for  Adfino-carcinoma  of  the  Body. 
Dr.  Gibson  exhibited  specimens  as  above.  The  first  was  from 
a  young  woman,  aged  twenty-six,  who  had  been  married  for  one 
year,  and  had  not  yet  become  pregnant.  She  only  complained 
of  irregular  uterine  haemorrhage.  The  uterus  was  apparently 
quite  normal,  but  examination  of  the  curettings  revealed  adeno- 
carcinoma. In  the  second  case,  the  woman,  aged  forty-two,  had 
had  three  children.  This  patient,  like  the  first,  only  complained 
of  irregular  haemorrhage,  but  the  case  was  more  marked  than  the 
first,  as  she  had  an  enlarged  uterus.  The  diagnosis  was  made  from 
the  curettings.  Except  for  the  attacks  of  haemorrhage  every  two 
or  three  weeks,  both  women  were  in  apparently  perfect  health. 
He  brought  the  specimens  forward  as  showing  the  importance  of 
curetting  in  all  such  cases,  and  of  the  absolute  necessity  of  routine 
examination  of  the  curettage. 

Dr.  Holaies  said  that  twenty-six  was  an  early  age  at  which 
to  find  carcinoma,  although  he  had  kno^^^l  a  case  at  eighteen. 
He  agreed  as  to  the  importance  of  routine  examination  in  all 
cases  where  curetting  was  done. 

The  Chairman  said  the  youngest  case  of  carcinoma  he  had  soon 
was  at  twenty-seven,  and  if  it  occurred  as  early  as  Dr.  Holmes 
said — eighteen — it  might  occur  at  any  time. 

Dermoid  Tumours. 
Dr.  Horne  exhibited  two  specimens  of  dermoid  tumours  which 
had  occurred  in  one  patient,  a  condition  he  had  not  mot  before. 
The   girl   was   suffering  severe   pain    eight   or   ten   days   before 
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menstruation.  Last  October  menstruation  ceased  and  the  pain 
lessened,  and  she  came  to  him  to  know  what  was  wrong.  By 
■vaginal  examination  he  found  one  tumour  in  front  of  the  uterus  ; 
uterus  was  pushed  to  the  right,  and  through  the  fornix  a  certain 
amount  of  bony  hardness  was  found.  On  going  into  the  pos- 
terior cul-de-sac  he  foimd  it  occupied  by  a  semi-resistant  tumour, 
which  felt,  in  size,  hke  an  extra-uterine  pregnancy,  but  in  one 
part  there  was  a  hard  nodule.  At  the  operation  he  foimd  the 
tumour  in  front  completely  covered  by  the  omentum,  which 
passed  over  it  and  was  adherent  to  the  bladder.  He  then  came 
on  a  slight  pedicle,  and  in  trying  to  keep  close  to  the  tumour 
some  of  the  contents — typical  yellow  fluid — escaped.  He  removed 
the  tumour  in  front  and  shelled  out  the  second  from  behind  the 
uterus. 

Dr.  Rowlette  asked  if  Dr.  Home  had  established  any  con- 
nection between  the  second  tumour  and  the  ovary. 

The  Chairman  said  it  was  a  wise  thing  not  to  run  any  risks 
with  dermoid  cysts,  as  their  contents  were  sometimes  very  septic. 

Dr.  Horne,  in  reply,  said  the  second  tumour  lay  altogether 
behind  the  peritoneum,  and  he  could  find  no  trace  of  the  ovary. 
On  account  of  the  escaping  fluid  he  provided  drainage  into  the 
vagina  and  packed  the  cavity  with  iodoform  gauze.  The  case 
had  run  a  most  satisfactory  course. 

Ectcpic  Gestation,  with  Ovarian  Cys^t. 
Sir  a.  V.  Macan  exhibited  specimen  of  ectopic  gestation,  with 
ovarian  cyst.  The  patient  came  to  him  in  July  last,  when  he 
found  a  tender  tumour  behind  the  uterus  slightly  to  the  left  side. 
In  November  he  enucleated  a  small  fibroid  that  had  been 
undergoing  calcareous  degeneration,  and  he  removed  the  left  ovary, 
which  was  degenerated.  She  made  a  good  recovery,  and  went 
home  in  December  apparently  quite  well.  About  the  middle  of 
May  she  came  to  him  again,  miserably  thin  and  pale.  She  had 
been  in  bed  for  a  month,  and  had  had  a  red  discharge  fdr  three 
weeks  as  well  as  severe  abdominal  pains.  He  examined  her  and 
found  the  uterus  dislocated  to  the  left,  and  a  large  elastic  swelling, 
filling  the  right  side  of  the  pelvis.  The  whole  ahdonjen  was  very 
tender.  Ho  could  make  no  other  diagnosis  than  that  of  extra- 
uterine fostation.  He  operated  last  Monday,  and  found  con- 
aiderable  adhesions.     There  was  hardly  any  blood  in  the  peri- 
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i;oneum.  He  enucleated  a  large  lump  in  the  right  side  of  the 
■pelvis  which  he  thought  was  part  of  the  foetation.  Careful 
-examination  showed  a  rupture  in  the  tube. 

Dr.  FitzGibbon  said  the  specimen  was  particularly  interesting 
,as  showing  the  rapidity  with  which  the  ovary  could  grow,  and 
the  possibility  of  growth  at  that  rate  being  malignant. 

The  Clinical  Reports  of  the  Rotunda  Hospital  were  then  read 
^nd  discussed.     See  page  228,  ante. 
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SECTION    OF    PATHOLOGY. 


NITROGENOUS  METABOLISM  IN  A  CASE  OF 
MYELOGENOUS  LEUCH^MIA 

By  ALFRED  R.  PARSONS,  M.D.,  F.R.C.P.I. ; 

President  of  the  Pathological  Section  ; 
Physician  to  the  Royal  City  of  Dublin  Hospital. 

In  an  article  on  Myeloid  Leuclia?mia  by  Dr.  A.  Lazarus  ii> 
NothnageVs  "  Encyclopsedia  of  Practical  Medicine,"  the 
writer,  discussing  metabolism  in  that  disease,  states  that  all 
investigators,  including  Pettenkofer  and  Voit,  Kraus  and 
Chvostek,  Bohland  and  Geppert,  and  Magnus-Levy,  agree 
that  the  respiratory  metabolism  is  quite  normal. 

As  regards  protein  metabolism  in  leuchaemia,  many  papers 
have  been  published  and  much  work  done,  but  it  is  often 
difficult  to  know  whether  the  author  of  the  paper  is  dealing 
with  a  case  of  lymphatic  or  myelogenic  disease.  Lazarus, 
however,  mentions  the  names  of  six  investigators  who  have 
shown  that  there  is  a  considerably  increased  proteid  meta- 
boUsm  in  chronic  myelsemia.  One  of  these  (von  Noorden), 
indeed,  found  in  one  case  that  increased  metabolism  alter- 
nated with  a  nitrogen  equilibrium  or  even  with  a  nitrogen 
retention.  Taylor,  working  in  the  Wm.  Pejipor  Laboratory  of 
CHnical  Medicine  on  a  case  of  this  disease,  found  a  nitrogen 
balance  of  intake  and  output,  and  normal  assimilation  and 
absorption  of  proteid  food.  Retention  of  nitrogen  and  increase- 
of   body  weight    occurred    in    a    case    reported     by     Spirig. 
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and  by  Moraczewski.  It  is,  therefore,  manifest  that  the 
results  of  workers  in  nitrogenous  metaboUsm  in  myelo- 
genous leuchaemia  have  not  been  constant. 

The  presence  of  a  patient  in  the  Royal  City  of  Dublin 
Hospital,  who  suffered  from  undoubted  myelogenous 
leuchaemia,  afforded  an  opportunity  of  watching  the  proteid 
metabolism  in  her  case,  and  of  deciding  if  any  relationship 
existed  between  the  total  number  ot  leucocytes  and  the  amount 
of  uric  acid  eUminated.  It  was  also  hoped  that  an  oppor- 
tunity would  arise  of  determining  whether  any  increase  in 
the  uric  acid  output  took  place  as  the  white  blood  cell  count 
■diminished.  It  was  also  proposed  to  observe  whether  the 
X-rays  could  induce  any  diminution  in  the  number  of  the 
white  cells  or  the  size  of  the  spleen,  and  if  any  alteration  in 
the  nitrogenous  metabolism  accompanied  either  or  both  oi 
these  processes. 

METHODS. 

The  Output — The  Urine. — The  urine  was  collected  for  each 
period  of  twenty-four  hours,  its  total  quantity,  specific  gravity 
and  reaction  recorded,  and  a  specimen  forwarded  to  the 
Physiological  Laboratory  of  Trinity  College,  where  the  total 
nitrogen,  urea,  and  uric  acid  were  determined. 

Total  Nitrogen  was  estimated  by  Kjeldahl's  method.  Five 
c.cms.  were  measured  out  by  a  specially  graduated  pipette 
into  a  750  c. cm.  flask  of  hard  glass.  A  few  crystals  of  K2  SO4 
-and  of  CU2SO4  were  dropped  in,  the  sides  of  the  flask  washed 
down  with  a  stream  of  distilled  water,  and  10  c.cms  of  strong 
H2  SO4  added.  The  flask  was  now  roasted  till  its  contents 
were  of  a  pale  green  colour.  After  coohng,  about  300 
■corns,  of  distilled  water  were  poured  into  the  flask, 
a,nd  some  bumping  powder  added.  Suflicient  caustic  soda 
<50  cc.  of  40  percent,  solution  of  NaOH  were  now  poured  in, 
and  the  cork  carrying  the  condenser  at  once  introduced.    On 
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applying  heat  the  ammonia   was  distilled  over  into  50  ccs 

N  .       .  .        N 

of  jYj  H2  SO4.     Subsequent  titration  against -y^  NaOH,  using: 

rosolic  acid  as  an  indicator,  enabled  a  determination  of  thfr 
nitrogen  to  be  readily  made.  Duplicates  were  made  in  these 
estimations  and  the  average  taken. 

TJrea. — This  was  estimated  by  Dupre's  apparatus,  using  a 
freshly  prepared,  highly  alkaline  solution  of  sodium  hypo- 
bromite.  No  allowance  was  made  for  pressure  or  temperature, 
and  the  results  in  some  observations  are  a  httle  too  high. 

Uric  Add. — Hopkins'  method  was  followed.  The  pre- 
cipitated urate  of  ammonium,  having  been  thoroughly  washed 
wdth  a  saturated  solution  of  ammonium  sulphate  (upwards 
of  250  c.cms.  were  used  in  each  determination),  so  as  to 
remove  all  traces  of  ammonium  chloride,  was  swept  by  a  jet 
of  boiUng  water  into  a  flask.  It  was  then  boiled,  made  up 
to  about  100  CCS.,  and  estimated  at  a  T.  of  63°  C...  in    the 

N 
presence  of  sulphuric  acid  by  ^  K2M  naOg. 

The  Fceces. — The  stools  were  collected  for  each  week,  and 
the  total  nitrogen  estimated.  The  motions  for  their  respective 
weeks  were  separated  by  the  administration  of  one  to  two 
drachms  of  pure  charcoal  in  powder.  Each  motion,  after 
being  weighed,  was  sent  to  the  laboratory  and  placed  in  a  large 
evaporating  dish.  So  as  to  prevent  any  escape  of  ammonia 
during  evaporation,  the  motion  was  covered  with  a  .5  per 
cent,  solution  of  H2SO4  in  methylated  spirit.  Each  week's 
faeces  were  dried  on  a  water  bath  in  their  respective  evaporat- 
ing dishes,  were  mixed  thoroughly  while  in  process  of  drying, 
and  subsequently,  when  drying  on  the  water  bath  was 
complete,  the  weight  of  tlic  evaporating  dish  and  its  contents 
was  determined.  Subtracting  the  known  weiglit  of  the 
disli  gave  the  weight  of  the  fax;es  dried  on  the  water  bath. 
There  were  still,  however,  traces  of  water  to  bo  got  rid  of.  so 
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a  few  grams  of  the  thoroughly  mixed  and  powdered  faeces  were 
placed  in  a  small  porcelain  capsule  and  dried  in  an  oven  at 
100°-102°  C.  The  capsule  was  then  cooled  in  a  desiccator 
over  sulphuric  acid,  and  being  weighed  again  showed  a  further 
loss  from  expulsion  of  moisture.  About  one  gram  of  the  fully 
dried  powder  was  now  transferred  to  thoroughly  dried  test- 
tube  provided  with  a  well-fitting  cork.  The  tube  and  its 
contents  were  weighed.  The  cork  was  now  removed,  and 
the  neck  of  a  hard  flask  was  placed  over  the  tube.  The  tube 
and  flask  were  nov/  inverted,  and  the  faeces  were  deposited 
in  a  small  brown  heap  on  the  centre  of  the  bottom  of  the 
flask.  Having  replaced  the  cork  in  the  tube,  the  latter  is  again 
weighed,  and  the  difference  is  the  weight  of  the  faeces  used  for 
the  estimation.  The  further  steps  were  similar  to  those  used 
in  estimating  nitrogen  in  urine,  but  the  roasting  has  to  be 
carried  on  more  slowly  and  carefully  owing  to  the  tendency 
to  spurt. 

The  following  table  gives    an  example  of    the  estimation 
of  the  faeces  for  the  week  ending  April  12,  1907  : — 
ESTIMATION  OF  NITROGEN  IN  F.ECES. 


5/4/' 07 

6  45  a.m. 

44 

6/4/' 07 

6  30  a.m. 

108 

8/4/' 07 

7  45  a.m. 

116 

10/4/'07 

7    0  a.m. 

116  some  carbon. 

12/4/' 07 

7    0  a.m. 

91  caibon  througL 
475 

Dried  on  a  water  bath  and  weighed  :  — 

Ev 

aporati 

ng  Dish  and  Faeces 

=  485 

El 

'aporat 

ing  Dish 

=  344 

Faeces     -^141 
3.329  diied  at  102°  C.  in  the  oven  =      3.247 
141     =  137.5 

Isl.  Estimation. — Test  Tube  +  feces  =      7.187 

Test  Tube  =     6.398 


Faeces     =       .789 

Required  21.9  c.cs.  of  ?1   NaOH 
10 
=       6-857  g.  N. 
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2nd  Estimation. — Test  Tube  and  Faeces  =  7.4285 
Test  Tube  =  6.398 


Faeces        =    1.0305 

N 
Required       13.4  cos.    of    — ^  NaOH  = 

6.837  g.N.  .-. 
Total  Weight  of  Faeces   =  475 
Solids      =    137.5 


H.,0        =    337.5 


475.0 

Average  Total  N.  =    6. 847. 


The  Intakp. — For  a  metabolic  investigation  extending 
over  a  short  period,  such  as  a  few  days,  it  is  generally  possible 
to  arrange  for  a  patient  to  consume  a  definite  weight  of  articles 
of  food  of  which  the  nitrogen  content  has  been  previously 
determined.  A  patient,  for  example,  is  put  on  a  milk  diet, 
or  on  Schmidt's  diet,  and  succeeds  in  taking  the  full  quantity 
of  each  article  prescribed  for  him  during  each  day  of  the 
investigation.  If,  however,  the  observations  extend  over 
several  weeks,  such  a  fixed  diet  would  be  impossible,  and 
even  if  possible,  would  be  unnatural.  Neither  in  health 
nor  in  disease  is  it  usual  for  an  individual  to  voluntarily 
consume  exactly  the  same  quantity  of  food  each  day.  In 
this  investigation,  while  the  character,  and  roughly  the 
quantity,  of  each  article  of  diet  were  determined  beforehand 
for  the  patient,  she  was  perfectly  free  to  follow  her  own 
inclinations  as  to  the  exact  amount  she  consumed.  The 
manifest  objection  to  this  plan  is  that  owing  to  the  length 
of  the  time  over  which  the  observations  extend  it  is  not 
ju-sti liable  to  assume  that  for  such  a  lengthy  period  the  com- 
position of  the  food  will  remain  constant.  Milk,  for  example, 
will  vary  from  month  to  month,  and  fish  may  be  cooked 
more  or  less  in  December  than  in  February.  But  such  an 
objection  may  be  urged  also  against  an  investigation  in 
metabolism  extending  over  only  a  few  days,  except  an 
analysis  of  each  article  of  diet  is  made  each  day    by    the 
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observer.  Practically  all  investigators  work  with  constants 
determined  by  themselves,  in  which  the  variations  are  so 
slight  as  to  be  neghgible.  The  following  figures,  with  the 
exception  of  those  assigned  to  egg  and  roast  mutton,  which 
were  taken  from  Harley  and  Goodbody's  table,  were  obtained 
'by  analysis  of  food  sent  down  to  the  laboratory  by  the  ward 
sister : — 

PERCENTAGE    OF   NITROGEN   IN  CERTAIN  ARTICLES  OF  DIET. 


Tea 

-       0.089 

Brown  Bread  (Wilson's)   - 

1.408 

Beef  Tea 

-       0.278 

Egg  (H.  &  G.) 

1.200 

Soup 

-       0.459 

Hake  (boiled) 

3.713 

aiiik 

-       0.527 

Hake  (fried) 

3.478 

Rice  Pudding     - 

-       0.412 

Chicken  (boiled) 

4.658 

Potato 

-       0.238 

Chicken  (roast) 

4.8G4 

Baked  Custard  - 

-       1.193 

Roast  Mutton  (H.  &  G.)  - 

4.306 

White  Bread      - 

-       1.407 

The  beef  tea,  which  is  made  of  the  strength  of  a  pound  of 
beef  to  a  pint  of  water,  costs  7d.  per  pint,  and  its  nitrogenous 
content  is  much  below  that  of  pea  soup,  which  costs  about 
M.  for  the  same  quantity.  The  milk  suppHed  to  the  hospital 
compares  favourably  with  the  milk  at  the  Charite  Hospital  in 
Berlin,  where  Strauss  found  that  the  quantity  of  nitrogen 
in  numerous  analyses  varied  from  0.36  to  0.5  per  cent.  It 
is  not,  however,  equal  to  London  milk,  which  Professor 
Kenwood,  on  the  average  of  several  thousand  specimens, 
found  to  contain  0.6  per  cent,  of  nitrogen.  Harley  and 
Goodbody  obtained  for  London  milk  a  corresponding  figure 
based  on  some  seventy  analyses  in  a  period  extending  over 
ten  years. 

During  the  earlier  part  of  the  patient's  illness  she  asked 
to  be  allowed  to  use  a  brown  bread  purchased  at  a  local 
confectioner's  shop.  Its  nitrogen  content  was  identical 
with  the  hospital  bread. 

The  food  which  the  patient  took  at  each  meal  was  carefully 
measured  or  weighed,  and  recorded  by  the  nurse.     At  the 

u 
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close  of  each  period  of  twenty-four  hours  the  amounts  of  the 
various  articles  of  diet  used  by  the  patient  were  added  up, 
and  with  the  assistance  of  the  above  list  it  was  easy  to  deter- 
mine the  total  nitrogenous  intake.  The  following  is  an 
example  : — 

ESTIMATION    OF    XITROGEX    IX  A  DAY'S  DIET. 
Solids.  Fluids. 


Bread     =212 

= 

2.985 

Milk               =     920 

=     4.848 

Butter    =     50 

= 

Tea                 =     650 

=     0.578 

Sugar      =     55 

= 

Soup               =     300 

=     1.377 

Eggs       =     95 

= 

2.400 

Soda  Water  =     300 

Fish        =     75 

= 

2.609 

487 

= 

7.994 

Total  N. 

2170 
=   14.798. 

=     G.8U3 

The  clinical  record  of  the  case  on  which  the  observations 
on  nitrogenous  metabolism  were  made  is  as  follows: — 

Mrs.  C,  aged  fifty-two  years,  was  admitted  into  the  Royal  City 
of  Dublin  Hospital  on  the  recommendation  of  Dr.  Jackson,  on 
February  8,  1907. 

History  of  Illness. — In  September,  1906,  she  suffered  from 
spasms  of  pain  in  the  cardiac  region,  attacks  of  severe  retching, 
and  a  feehng  of  weight  and  hardness  in  her  left  side.  These 
symptoms  were  accompanied  by  general  weakness,  and  on  medical 
advice  she  went  to  the  country  for  change,  and  remained  there 
till  1st  November.  On  her  return  to  town,  finding  that  she  was 
no  better  and  that  the  dragging  feeKng  in  her  left  side,  especially 
on  standing,  was  troublesome,  she  consulted  Dr.  Jackson.  He 
found  her  temperature  was  elevated,  and  that  brownish  patches 
were  present  on  her  arms.  An  examination  of  her  abdomen 
revealed  a  large  tumour  on  her  left  side.  On  Dr.  Jackson's 
suggestion  Mr.  William  Taylor  saw  the  patient  in  consultation. 
It  was  decided  tliat  the  swelling  was  inoporablo,  and  a  course 
of  arsenical  treatment  was  commenced.  This  was  continued  for 
six  or  seven  weeks  in  increasing  doses  till,  in  the  patient's  opinion, 
she  was  taking  ton  drops  three  times  a  day.  She  then  lost  her 
appetite,  rotcliing  set  in,  and,  as  the  temperature  was  also  high, 
it  was  decided  to  stop  the  arsenic. 


Dr.  a.  K.  Parsons  on  "  Nitrocrenous  Metabolism." 


Outline  of  Spleen  on  'iOth  March,  r.)07. 
lu  the  following  June  the  Spleen  waa  almost  normal  in  size. 
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Family  History. — Father  died  at  sixty-four  from  heart  disease, 
and  her  mother,  aged  seventy-three,  from  Bright's  disease.  They 
had  fourteen  children,  all  of  whom,  with  one  exception,  Uved  to 
be  adults.     At  present  nine  are  alive. 

Personal  History. — Mrs.  C.  married  when  she  was  twenty  years 
old,  and  has  had  seven  children,  of  whom  six  survive.  She  had 
very  good  health  till  her  last  child  was  bom,  some  seventeen 
years  ago,  when  she  had  some  uterine  trouble.  Since  then  she 
had  good  health  till  the  onset  of  her  present  illness  in  September, 
1907. 

Physical  Examination. — Patient  looks  a  little  pale,  but  not 
unhealthy.  There  are  numerous  small,  brownish  patches 
scattered  over  her  arms  and  legs.  The  glandulre  concatcnatce 
on  right  side  are  shghtly  enlarged,  otherwise  there  are  no  enlarged 
glands  palpable. 

Thorax. — The  examination  of  her  lungs  revealed  no  evidence 
of  any  organic  disease.  The  heart's  apex  beat  is  in  the  fourth 
intercostal  space,  and  the  area  of  superficial  cardiac  dulness  is 
a  little  higher  than  usual.     The  sounds  on  auscultation  are  normal. 

Abdomen. — There  is,  on  inspection,  sUght  prominence  of  the 
left  side  of  the  abdomen.  On  palpation  this  is  found  to  be  due 
to  a  tumour  occupying  nearly  all  the  left  half  of  the  abdomen. 
On  percussion  the  tumour  is  found  to  rise  as  high  as  the  seventh 
rib  in  the  mid-axillary  hne.  Its  anterior  margin  is  half  a  cm. 
beyond  the  middle  line,  and  in  it  a  notch  can  be  felt.  The  inferior 
margin  extends  1  cm.  below  a  Une  joining  the  anterior  superior 
iliac  spines  ;  in  a  vertical  direction,  from  its  upper  to  its  lower 
margin  is  16^  cms.  This  large  mass  is  dull  on  percussion  till 
close  to  its  margins.  The  Hver  dulness  in  the  right  nipple  line 
extends  a  little  below  the  costal  margin.  The  remaining 
abdominal  viscera  appear  normal.  Tlie  circumference  of  the 
abdomen  at  the  lower  costal  margin  is  79  cms.,  and  at  the 
umbihcus  it  measures  81  cms. 

The  Extremities — upper  and  lower — presented  no  abnormal 
signs,  except  for  small,  brownish  patches  above  referred  to.  The 
knee-jerks  are  normal. 

Eyes. — Before  admission  print  appeared  blurred,  but  this 
symptom  has  now  disappeared.  On  22nd  February  Mr.  A.  H. 
Benson,  ophthalmic  surgeon,  examined  her  eyes,  and  reported  : — 
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"  Mrs.  C.  has  no  definite  optic  neuritis  in  either  eye,  but  there 
is  slight  haziness  of  disc  margins,  and  the  veins  are  very  large, 
full,  tortuous,  and  worm  like.  The  arteries  are  little,  if  at  all, 
pathological.  No  hasraorrhages  or  exudations  of  any  sort. 
Appearances  seem  to  be  those  of  venous  congestion  more  than 
true  optic  neuritis." 

Blood. — The  first  examination  of  her  blood  was  made  at  Dr. 
Jackson's  request  on  December  21,  1906,  by  Dr.  Earl  in  his 
clinical  laboratory.     His  report  is  : — 

"  Haemoglobin  62  per  cent,  of  normal. 
Red  corpuscles  3,023,000  per  cubic  milUmetre. 
White        „  124,000 

Among  the  white  corpuscles  there  are  numerous  myelocytes. 
There  are  also  mononuclear  eosinophile  cells,  and  a  large  number 
of  polynuclear  eosinophile  cells.  The  characters  of  the  white 
blood  cells  are  characteristic  of  spleno-medullary  leuchi^emia." 

Dr.   Langford  Symes,  pathologist  to  the  hospital,   examined 
her  blood  on  February  12,  1907,  and  reported  : — 
"  Hrcmoglobin  74  per  cent. 

Red  cells    4,970,000  per  cubic  millimetre. 
WHiite  cells    128,000 
Differential  count — 

Myelocytes  66  per  cent. 

Polynuclear  neutrophile     14       „ 
,,  eosinophile       2       „ 

Mononuclear  lymphocytes  6       ,, 
Large  hyaUne  cells  4      ,, 

Mast  cells  8      ,, 

The  subsequent  examinations  were  made  by  my  resident  pupil, 
Mr.  T.  Crawford  I^oyd,  IIA.,  with  the  o.vception  of  the  last  four 
counts,  which  Mr.  John  H.  Wuterhousc  kiudlv  undertook: — 
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Date 
1907 

Per- 
cent ace  of 
Hsemo- 
globiii 

Red  lilood 
Cells 

Wliite 
Kli.od 
Cells 

Differential  Count  of  Leucocytes 

My  e  lo- 
cates 

Polymor- 
phonuclears 

Mono- 
nuclear 

"3 

O 

1 

N. 

E. 

N. 

E. 

•a 

Feb. 

20 

65 

3,540,000 

125,000 

36 

2 

51 

5 

1 

3 

2 

', 

23 

70 

4,270,000 

121,000 

40 

3 

46 

2 

1 

5 

3 

>, 

27 

70 

3,987,000 

137,000 

37 

2 

45 

5 

1 

7 

3 

March 

2 

75 

4,920,000 

131,000 

36 

1 

46 

3 

2 

8 

4 

» 

5 

70 

4,230,000 

128,000 

33 

2 

49 

5 

1 

7 

3 

>» 

9 

70 

3,850,000 

122,000 

36 

1 

51 

3 

2 

5 

2 

,- 

13 

65 

4,850,000 

118,000 

37 

0 

52 

6 

1 

3 

1 

» 

16 

70 

4,540,000 

105,000 

34 

0 

58 

4 

0 

2 

I 

,. 

21 

65 

4,234,000 

131,000 

38 

1 

54 

1 

1 

3 

2 

„ 

25 

70 

4,437,000 

87,000 

35 

1 

52 

4 

1 

5 

2 

" 

29 

70 

4,580,000 

43,000 

26 

0 

63 

2 

2 

7 

0 

April 

12 

70 

4,741,000 

47,000 

18 

0 

72 

0 

2 

8 

0 

» 

16 

70 

4,937,000 

38,000 

4 

0 

78 

1 

6 

0 

)» 

19 

65 

4,703.000 

30,000 

15 

0 

76 

2 

6 

1 

.. 

22 

60 

4,817,000 

29,000 

12 

0 

78 

I 

8 

0 

„ 

26 

70 

4,700,000 

18,000 

14 

0 

74 

2 

9 

0 

May 

7 

70 

5,660,000 

22,000 

22 

2 

60 

4 

9 

2 

.. 

22 

85 

5,110,000 

11,500 

8 

0 

79 

3 

3 

5 

1 

June 

7 

85 

6,220,000 

10,500 

5 

0 

74 

4 

3 

10 

4 

" 

25 

90 

5,900,000 

17.(HM) 

6 

0 

75 

3 

3 

8 

3 
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From  the  above  table  it  will  be  noticed  that  the  leucocytic 
count  was  practically  constant  from  21st  December  to  21st 
March,  and  then  we  have  a  drop,  within  a  week,  of  88,000  cells  per 
.  cubic  millimetre.  In  this  short  period  almost  40,000  myelocytes 
and  over  42,000  polymorphonuclears  per  cubic  milUmetre  disap- 
peared from  the  peripheral  blood  stream.  If  this  sudden  and 
marked  disappearance  of  leucocytes  from  the  general  circulation 
does  not  produce  any  alteration  in  the  nitrogenous  output  it  can 
hardly  be  expected  that  the  subsequent  gradual  diminution  in 
the  numbers  of  the  leucocytes  could  materially  affect  the 
ehmination  of  endogenous  uric  acid. 

The  Spleen, — The  measurements  given  above  were  made  on 
March  26,  1907,  but  there  was  no  material  change  in  its  size 
from  her  admission  to  that  date.  Careful  observations  were 
made  again  on  the  2nd  April  ^^^th  an  almost  identical  result, 
the  difference  varying  from  one-half  to  1  cm.  From  the  8th 
April  to  the  29th  April  detailed  examination  of  the  splenic  region 
was  not  possible,  owing  to  a  severe  dermatitis,  but  on  the  latter 
day  it  was  noticed  that  the  spleen  did  not  come  down  to  the  level 
of  the  umbiUcus  or  extend  up  to  the  middle  line.  Less  than  two 
months  later  the  spleen  had  become  practically  impalpable,  for 
only  with  considerable  difficulty  was  it  possible  to  feel  the  edge 
at  the  costal  margin  when  the  patient  took  a  deep  breath. 

Du/estive  St/stem. — The  patient's  appetite  was  small,  but 
improved  considerably  during  her  stay  in  hospital.  She  suffered 
very  little  from  digestive  disturbances,  except  occasional  attacks 
of  diarrhoea,  in  which  she  passed  some  mucus  and  at  times  traces 
of  blood.  These  attacks  were  not  frequent.  At  first  it  was 
thought  that  the  brown  bread  was  the  cause,  and  consequently 
it  was  given  up.  Then  it  seemed  possible  that  the  X-rays  might 
induce  the  attack,  but  subsequent  observations  did  not  confirm 
this  view.  On  only  one  occasion  was  it  necessary  to  interfere 
therapeutically  to  relieve  the  diarrlm^a,  when  a  bismuth  salt 
was  prescribed. 

Temperature. — For  eighteen  weeks  an  unbroken  four-hour 
record  was  taken  day  and  night.  With  the  exception  of  a  few 
brief  pyrexial  attacks,  in  which  the  temperature  ran  up  to  101°  F., 
the  record  was  normal  or  a  shade  below  the  normal.  Therefore 
the  case  must  be  regarded  as  apyrcxial  myelogenous  icuchaimia. 


By  Dr.  A.  E.  Parsons. 
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Treatment. — Prior  to  her  admission  to  hospital  Dr.  Jackson 
had  carried  out  a  rigorous  course  of  treatment  by  Fowler's 
solution  (liq.  arsenicalis)  for  six  or  seven  weeks.  The  medicine 
was  pressed  till  it  commenced  to  produce  toxic  symptoms.  Little 
benefit,  subjective  or  objective,  can  be  assigned  to  the  arsenic 
in  this  case,  and  it  seems  to  have  exercised  no  influence  whatever 
on  the  number  of  the  ]eucoc^'tes  (compare  Dr.  Earl's  and  Dr. 
Symes'  blood  count).  Having  heard  of  a  case  reported  in  the 
"  Trans.  Royal  Academy  of  Medicine,"  1907,  Dr.  Jackson  was 
anxious  to  have  the  same  treatment  tried  in  this  case.  It  is 
important  to  note  that  during  Mrs.  C.'s  five  months  in  hospital 
no  drugs  whatever  were  used,  except  (1)  powdered  carbon  to 
map  ofE  the  f?oces,  and  (2)  bismuth  to  check  diarrhoea. 

X-ray  Applications. — These  were  carried  out  by  J)y.  Charles 
Benson,  formerly  X-rayist  to  the  hospital,  now  assistant  surgeon 
to  Sir  P.  Dun's  Hospital.     The  following  is  his  record  ; — 

X-RAY  Applications. 


Date 

Aspect 

Duration 

Distance 

Tube 

Hardness 

1907 
Feb.      26 

Abdomen 

10  m. 

8  in. 

C.  S.  R.  iii. 

Slh. 

28 

,. 

20  m. 

» 

» 

March     2 

» 

6  in 

C.  S.  R.  iv. 

M              5 

.. 

.. 

7 

.. 

M 

9 

., 

M 

12 

„ 

M 

„      u 

„ 

.. 

16 

„ 

25  ra. 

7  in. 

21 

»» 

20  in. 

,. 

2.3 

,, 

,. 

„ 

26 

„ 

.. 

>. 

„        28 

Side 

.. 

8  in. 

April       3 

,, 

,, 

.. 

" 
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X-RAY  Applications — continiied. 


Date 

Aspect 

Duration 

Distance 

Tube 

Hardness 

1907 
April       5 

Side 

20  m. 

7  in. 

C.  S.  R.  iv. 

Mh. 

May      11 

» 

>» 

24 

„ 

•> 

27 

Abdomen 

M 

29 

„ 

„ 

31 

Side 

„ 

June       4 

„ 

15  m. 

,• 

6 

„ 

25  m. 

M 

IQ 

„ 

20  m. 

» 

12 

Abdomen 

„ 

.. 

14 

» 

M 

" 

17 

„ 

» 

" 

.. 

19 

,, 

„ 

,, 

C.  S.  R.  iii.  =  Cox's  Self  Regulating  Tube  No.  3. 
Mh.  —  medium  hardness. 

It  will  be  noticed  that  on  28th  March  it  became  necessary 
to  change  the  area  exposed  to  the  rays,  and  that  from  that 
date  till  24th  May  the  sittings  were  at  long  intervals.  Tliis 
was  due  to  the  development  of  a  severe  dermatitis,  wliich 
took  nearly  a  month  to  heal. 


Record  of 

Weight. 

St.  lbs. 

St.  lbs. 

Feb.       9 

7     0 

April 

29 

7  n 

„       16 

7     4 

May 

0 

7  Hi 

„      25 

7     8 

i> 

13 

7  UJ 

March    4 

7     Oi 

„ 

20 

7  12 

M       11 

7   10 

,, 

27 

8     0 

.,       25 

7     9 

June 

3 

8     2 

April       1 

7     OJ 

111 

8     3 

8 

7     8i 

,, 

17 

8     6 

..       16 

7     7J 

,, 

24 

8     7 

22 

7     9i 
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The    following  Tables  show  the  nitrofjeiious  metabolism 
for  a  period  extending  over  nine  weeks  : — 


Date 

N 

N   Output 

Urea 

Uric 

Observations 

Intake 

Urine 

Fa3ces 

Weight 
Acid 

1907 

1st 

Week 

Feb.   11 

12 

13 

14 

15 

16 
17 

14.31 
9.16 
11.72 
11.95 
10.16 

11.94 
9.33 

— 

— 

— 

+  1.814 

Diet — Fish,    eggs, 
butter,          milV:, 
soup,    tea,     and 
bread 

T.  reached   102.4° 
F  ;   profuse  per- 
spiration 

Headache 

78.57 

— 

— 

— 

— 

— 

2nd 

Week 

Feb.  18 

19 

20 

21 

22 

23 

24 

11.70 
12.25 
14.64 
14.80 
12.44 
12.56 
7.11 

9.31 
12.35 
11.15 
10.35 
11.41 
11.09 

S.46 

9.24 

23.65 
31.25 
22  04 
20.53 
21.84 
22.83 
17.20 

.687 
.617 
.621 
.571 
.609 
.663 
.534 

+  1814 

Diet  as  above 

Headache ;     no 
dinner 

S5.50 

74.12 

9.24 

159.34 

4.302 

— 

83.36 
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Date 

N 
Intake 

N   Output 

Urea 

Uric 
Acid 

Weight 

Observations 

I  Urine 

Faeces 

1907 

3rd 

Week 

Feb.  25 

26 

13.80 
16.85 

9.03 
10.53 

— 

18.12 
21.17 

.751 
.646'^ 

— 

Chicken      allowed 
instead  of  fish 

27 

15.34 

11.39 

— 

23.36 

.743 

— 

28 

17.09 

11.76 

5.17 

23.70 

.855" 

— 

JIar.   1 

13.75 

12.56 

— 

25.73 

.848 

— 

2 

17.50 

11.55 

— 

20.58 

.804" 

— 

Pain  in  back 

3 

17.13 

10.24 

— 

22.29 

.687 

—    680 

111.46 

77.06 

82.1 

5.17 
>3 

154.95 

5.334 

— 

4th 
Week 

Mar.    4 

16.53 

12.47 

— 

23.29 

.864 

— 

5 

16.01 

12.47 

— 

24.44 

.80M 

— 

6 

15.59 

13.74 

— 

26.51 

.878 

— 

Fish  again 

7 

15.47 

13.21 

7.54 

27.87 

.855" 

— 

8 

17.00 

13.80 

— 

29.55 

.964 

— 

9 

16.0(1 

14.33 

— 

30.44 

.985* 

— 

10 

19.07 

13.96 

— 

30.88 
192.98 

.891 
0.238 

+  1587 

115.07 

93.98 
lOl. 

7.54 
62 

— 

■  Apjilirntioii  of  X-ray. 
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1     Date 

N 
Intake 

N   Oiitput 

Urea 

Uric 
Acid 

Weight - 

1 

Observatioxs 

Urine 

Faeces 

{      1907 
{   5th  & 
i       6th 
;  Weeks 
[  Mar.  1] 

20.10 

15.60 

i 

33.87 

1.051 

12 

18.57 

16.68       — 

35.56 

.965- 

— 

13 

1S.55 

16.35       — 

33.25 

.939 

— 

14 

14.10 

13.60 

— 

31.61 

1.059' 

— 

15 

15.24 

12.72 

— 

28.22 

.870 

— 

16 

13.4S 

10.73 

— 

19.85 

.722' 

— 

\            1« 

6.17 
5.96 

8.22 
8.08 

20.82 

14.12 
11.85 

.618 
.512 

Feeling  sick,  in- 
cUned  to  vomit ; 
restless  ;  soreness 
in  abdomen; 
took  no  fish 

19 

7.48 

5.72 

— 

9.48 

.370 

— 

Diarrhoea  ;  allowed 
arrowioot  and 
5ii  port  wine 

i           20 

8.23 

9.99 

— 

20.57 

.905 

— 

Diarrhoea ;  feels 
weak 

21 

5.75 

14.77 

— 

20.21 

1.177° 

— 

22 

11.61 

10.03 

— 

18.82 

.754 

— 

23 

10.26 

10.66 

— 

22.  .39 

.856* 

— 

Shght  abdominal 
pain 

24 

12.01 

9.62 

— 

20.67 

.793 

—    453 

167.51 

162.77  I 

20.82 

320.47 

11.591 

— 

183.59 

A])plii"ation  of  X-rays. 
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Nitrogenous  Metabolism. 


Date 

N 
Intake 

N   Output 

Urea 

Uric 
Acid 

Weight 

Observations 

Urine     Faeces 

1907 

7th 

Week 

Mar.  25 

15.97 

11.43 

23.10 

.780 

26 

18.01 

13.85 

— 

29.10 

.903' 

— 

27 

14.91 

10.48 

— 

20.57 

.761 

— 

28 

14.29 

12.29 

8.36 

25.18 

.819- 

— 

29 

17.64 

14..57 

— 

28.78 

.907 

— 

30 

11.08 

14.77 

— 

28.44 

.881 

— 

Headache ;    feeling 

sick 

31 

4.03 

8.90 

— 

18.04 

.620 

—  1134 

T.  =  101°  F.  ;  in- 
clined to  vomit 

95.93 

86.29 

8.36 

173.21 

5.671 

— 

- 

94.65 

8th 

Week 

Apl.     1 

7.49 

10.66 

— 

21.42 

809 

— 

Tliroat  sarc  (folli- 
cular tonsilitis) 

2 

7.62 

10.99 

— 

23.37 

.850 

— 

3 

7.78 

9.10 

— 

18.79 

.719* 

— 

4 

10.17 

10.15 

6.85 

20.88 

.633 

— 

5 

12.98 

11.23 

— 

21.80 

.621* 

— 

6 

14.86 

11.01 

— 

23.07 

.686 

— 

7 

11.35 

11.85 

— 

24.78 

• 

.718 

+    793 

72.25 

74.99 

6.85 

154.11 

6.030 

— 

81.84 

.\))I>li(«ti<)n  of  X-rnys 
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Date 

N 

Intake 

N   Output 

Urea 

Uric 
Acid 

Weight 

Observations 

Urine 

Faeces 

1907 

9th 

Week 

Apr.    8 

12.30 

11.36 

23.31 

.723 

9 

12.51 

11.87 

23.87 

.669 

— 

10 

17.50 

11.72 

— 

24.76 

.664 

11 

13.05 

12.82 

6.53 

28.17 

.662 

— 

12 

13.10 

11.20 

— 

24.27 

.645 

— 

13 

11.93 

13.60 

28.55 

.745 

— 

Abdomen       sore ; 
X-ray  dermatitis 

14 

11.17 

11.34 

— 

24.57 

.614 

—    340 

91.56 

83.91 

6.53 

177.50 

4.722 

— 

90.44 

10th 
Week 

Apr.  15 

11.48 

11.33 

— 

24.39 

.636 

— 

16 

11.74 

11.59 

— 

25.73 

.672 

— 

17 

10.88 

10.86 

— 

23.49 

.625 

— 

18 

10.75 

10.51 

7.89 

22.30 

.641 

— 

19 

7.98 

10.10 

— 

22.35 

.664 

— 

20 

13.56 

11.59 

— 

24.94 

.718 

— 

21 

11.59 

11.42 

— 

24.56 

.689 

+  906 

77.98 

77.40 
85.i 

7.S9 
Id 

167.76 

4.645 

— 
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Date 

N 
Intake 

N  Output 

Urea 

Uric 
Acid 

Weight 

Observations 

Urine 

FiEces 

Week 

2nd 

85.50 

74.12 

9.24 

159.34 

4.302 

+  1814 

3rd 

111.46 

77.06 

5.17 

154.95 

5.334 

—    680 

4th 

115.67 

93.98 

7.54 

192.98 

6.238 

+  1587 

5th  & 
6th 

167.51 

162.77 

20.82 

320.47 

11.591 

—    453 

7th 

95.93 

86.29 

8.3G 

173.21 

5.671 

—  1134 

8th 

72.25 

74.99 

6.85 

154.11 

5.036 

+     793 

9th 

91.56 

83.91 

6.53 

177..50 

4.722 

—    340 

10th 

77.98 

77.40 

7.89 

167.76 

4.645 

+    906 

1  817.86 

730.52 

72.40 

1500.32 

47.539 

+  2493 

802.92 

On  11th  February — two  days  after  Mrs.  C.'s  admission — an 
approximate  diet  was  mapped  out  for  her,  consisting  of  milk 
(2  pints),  1136  c.cs.  ;  fish,  75  grams  ;  bread,  250  grams  ;  butter, 
50  grams;  one  egg  ;  sugar,  60  grams  ;  soup,  500  c.cs.;  tea,  500  c.cs. 
It  was  left  to  herself  to  take  whatever  quantity  of  this  dietary 
she  desired.  No  alteration  was  made  till  25th  February,  when 
she  was  allowed  chicken  in  place  of  fish.  After  ten  days  she 
returned  to  fish.  About  the  17th  March  abdominal  pain,  diarrhoea 
and  loss  of  appetite  set  in.  She  took  no  fish,  and  very  little  food 
of  any  kind.  She  was  allowed  arrowroot  and  port  wine  ;  custard 
pudding  and  beef  tea  or  chicken  broth  were  given  in  a  day  or 
two,  and  on  25th  March  she  was  again  able  to  eat  chicken.  On 
Slst  March  her  appetite  again  failed  owing  to  an  intercurrent 
attack  of  follicular  ton.t-ilitis.  On  4th  April  she  was  again  ablo 
to  cat  chicken,  and  contijined  to  do  so  till  17th  April.  She  was,. 
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however,  becoming  very  tired  of  it,  and  on  18th  and  19th  eat 
none.  On  20th  she  was  given  some  roast  mutton,  and  on  the 
22nd  April  she  was  allowed  red  meat  daily. 

If  the  nitrogen  balance  for  the  nine  weeks  be  compared  it 
will  be  observed  that  in  one  week  (the  first)  the  balance  was 
almost  exact.  Four  weeks  (2nd,  3rd,  6th  and  8th)  show  a 
nitrogen  retention,  and  in  four  weeks  (4th,  5th,  7th  and  9th) 
there  is  a  nitrogen  loss. 

Conclusion  on  Protein  Metabolism. — ^In  this  case,  as  the 
final  result  of  nine  weeks  investigation  into  the  nitrogenous 
intake  and  output,  there  is  almost  a  complete  balance. 

Strauss,  after  an  exhaustive  review  of  the  literature  of 
protein  metabolism  in  leuchsemia,  has  arrived  at  a  similar 
conclusion.  Discussing  metabolism  in  diseases  of  the  blood, 
he  writes  :  "  On  the  whole  a  critical  examination  of  all  the 
conditions  involved  in  this  question  yields  the  impression 
that  the  excretion  of  nitrogen  approximately  corresponds  to 
the  intake  of  food  in  the  case  of  the  torpid  forms  of  chronic 
leucha3mia,  unless  complications,  such  as  extensive  haemor- 
rhages, febrile  conditions,  &c.,  are  present  as  marked  features 
of  the  disease." 

Uric  Acid  and  the  Leucocytes. — It  is  now  generally  accepted 
by  physiologists  that  one  of  the  great  sources  of  endogenous 
uric  acid  is  the  breaking  down  of  the  cell  nuclei.  In  this  case 
the  daily  uric  acid  output  has  been  plotted  out  as  a  curve 
on  a  chart  on  which  are  also  recorded  curves  showing  red  and 
white  blood  cell  counts  so  as  to  facilitate  comparison.  A 
reference  to  this  chart  will  show  that  during  the  first  four 
weeks  the  amount  of  uric  acid  eliminated  was  steadily  in- 
creasing, while  the  blood  count  showed  a  fall  of  20.000 
leucocytes  per  cubic  millimetre.  Then  a  rapid  fall  in  the  uric 
acid  excretion  took  place,  almost  certainly  duo  to  an  altera- 
tion in  the  quality,  and  a  great  diminution  in  the  quantity 
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of  food  taken  owing  to  an  attack  of  diarrhoea.  The  lowest 
output  recorded  was  on  the  19th  March.  In  twenty-four 
hours  the  patient  took  only  arrowroot,  milk  (500  c.cs.),  port 
wine  (60  c.cs.),  and  tea  (200  c.cs.).  She  passed  only  300  c.cs. 
of  urine,  which  contained  .3695  grams  of  uric  acid.  A  sharp 
reaction  took  place,  and  on  21st  March  1.117  grams  were 
eUminated.  Up  to  this  date  there  had  been  no  marked 
change  in  the  number  of  the  white  blood  corpuscles.  The 
count  made  on  this  day  showed  131,000  per  c.mm.  During 
the  following  week  over  80,000  leucocytes  per  c.mm.  dis- 
appeared from  the  peripheral  circulation  without  leaving  any 
trace  of  their  destruction  in  an  increased  elimination  of  uric 
acid.  On  the  contrary,  the  uric  acid  fell  to  a  level  lower 
than  what  it  had  been  during  the  third  week  of  complete 
metabolism.  Such  a  result  affords  a  marked  contrast  to  the 
figures  obtained  by  other  observers,  who,  in  cases  showing  an 
abnormal  destruction  of  leucocytes,  have  repeatedly  observed 
quantities  of  uric  acid  exceeding  6  to  8  grams  per  diem. 

Condusion. — ^It  would  be  unwise  to  draw  any  final  conclusion 
from  an  investigation  of  one  case,  and  premature  to  assert 
that  in  myelogenous  leuchsemia  there  is  no  relation  between  the 
number  of  leucocytes  and  the  uric  acid  elimination.  So  far 
as  one  case  is  concerned  it  supports  Strauss's  statement,  made 
after  a  review  of  the  literature,  that  "  a  comparison  of  the 
number  of  leucocytes  given  in  the  different  cases  with  the 
figures  for  uric  acid  nitrogen  does  not  indicate  any  parallelism 
between  the  two,  even  if  a  keen  lookout  be  kept  for  any 
parallelism  between  an  increase  in  the  uric  acid  and  a  fall  in 
the  originally  high  number  of  leucocytes.  Neither  does  a 
complete  parallelism  exist  between  the  extent  of  the  dis- 
intogration  of  leucor>^cs  and  the  quantity  of  uric  acid 
excreted  in  the  urine  in  cases  of  the  destruction  of  hnicocytca 
produced  by  the  Rontgen  rays." 

X-rays  in  Myclogenoiis  Lrnchccmia. — ^Prior  to  Mrs.  C.'s 
admission  to  liospital  slie   had  boon  kopt  in  bed  for  three 
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months,  during  a  portion  of  which  she  had  been  treated 
vigorously  with  arsenic.  Little  improvement  in  her  condition 
could  be  detected.  After  the  eleventh  appHcation  of  the 
X-rays  a  marked  improvement  in  her  blood  took  place,  and 
a  further  diminution  in  the  leucocytes  followed  the  thirteenth 
application.  At  this  time  indications  of  a  commencing  local 
dermatitis  were  showing.  In  all  twenty-seven  appUcations 
of  the  X-rays  were  made,  and  the  blood  count  fell  to  17,000 
leucocytes. 

So  far  as  the  size  of  the  spleen  is  concerned,  there  was 
practically  no  alteration  in  it  till  after  the  fifteenth  sitting. 
It  then  subsided  rapidly,  and  in  the  course  of  a  couple  of 
months  had  almost  ceased  to  be  palpable. 

In  the  absence  of  any  other  sufficient  cause  it  seems  only 
reasonable  to  attribute  the  improvement  to  the  action  of  the 
rays.  Their  modus  operandi  and  the  duration  of  the  improve- 
ment are  still,  especially  the  former,  in  the  womb  of  the 
future.  From  an  investigation  of  the  nitrogenous  output  it 
does  not  seem  certain  that  the  rays  markedly  increase 
metabolic  changes. 

My  best  thanks  are  due  to  Professor  W.  H.  Thompson, 
D.Sc,  for  permission  to  carry  out  all  the  chemical  analyses  in 
the  Physiological  Laboratory,  Trinity  College,  Dublin,  and 
for  his  kind  assistance  and  advice  in  times  of  difficulty.  I  am 
also  indebted  to  my  resident  pupils,  Messrs.  Boyd  and  Water- 
house,  for  the  blood  counts,  and  to  the  former  also  for  the 
clinical  records.  I  wish  also  to  thank  Sister  Hill  and  the 
nurses  in  the  Herbert  Ward  for  their  valuable  co-operation. 
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Dr.  Walter  Smith  said  it  was  not  usual  to  discuss  the  Presi- 
dential Address,  but  he  thought  it  would  be  unbecoming  to  pasa 
over  without  remark  a  paper  which  marked  a  departure  in  the 
transactions  of  the  Section.  It  was  a  courageous  attempt  to 
investigate  one  of  the  darkest  corners  of  pathology,  the  full  in- 
vestigation of  which  would  tax  the  resources  of  the  most  skilled 
chemist.  It  was  no  disparagement  of  the  paper  to  say  that  it 
did  not  lead  to  any  definite  conclusion.  The  same  might  be 
said  of  the  general  Hteratiire  of  the  subject ;  and  it  might  be 
safely  asserted  that  up  to  the  present  chemical  investigation 
failed  to  throw  any  light  on  the  cause  of  leuchsemia.  The  subject, 
moreover,  was  only  part  of  the  much  larger  subject  of  the  general 
effect  of  diseases  of  the  blood  on  metabolism,  the  metabolism 
generally  taking  the  direction  of  catabolic  destruction.  Before 
they  could  get  any  general  light  on  the  subject  they  must  take 
into  consideration  other  affections,  such  as  gout,  with  its  uncertain 
relations  to  uric  acid.  More  important  than  even  the  serious 
loss  of  proteins  which  had  been  observed  in  very  acute  cases  of 
leuchsomia,  but  not  definitely  in  the  chronic  cases,  was  the  question 
whether  there  was  any  distinction  to  be  drawn,  chemically  or 
otherwise,  between  lymphatic  and  myelogenous  leucliivniia. 
There  was,  at  any  rate,  one  curious  difference  in  regard  to  the 
nature  of  the  cells  that  were  found  predominating  in  the  two 
forms.  Generally  speaking,  comparing  the  leucocytes  with  the 
large  neutrophile  cells,  they  were  distinguished  by  a  lesser 
chemical  activity,  and  it  would  almost  seem  as  if  the  chemical 
activity  of  the  leucocytes  in  the  normal  body  was  held  in  check 
by  anti-enzymes  in  the  blood.  They  had  become  familiar  with 
the  doctrine  that  probably  every  cell  in  the  body  was,  as  io  were, 
capable  of  eating  itself.  The  chemical  changes  in  the  blood  were 
so  diverse  that  it  was  almost  impossible  to  throw  any  light  on 
the  subject.  All  sorts  of  extraordinary  things  had  been  reported 
as  existing  in  the  blood.  The  xantliin  bodies  were  well  repre- 
sented in  the  blood  of  leuchajmia,  but  therc^  were  other  bodies 
which  might  be  jwsl-tnortem  products.  The  solid  exudate  in 
acute  pneumonia  underwent  resolution  with  puzzling  rapidity  ; 
that  was  probably  due  to  autolytic  action,  and  we  might  pro- 
bably look  in  that  direction  for  the  explanation  of  unresolved 
pneumonia.     Dr.   Parsons  had   been   unable   to   trace  any  con- 
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nection  between  uric  acid  and  the  leucocytes  in  leuchsemia,  and 
the  fact  that  nitrogenous  bodies  in  contact  with  the  blood  might 
furnish  non- nitrogenous  products  showed  how  cautious  they 
should  be  in  interpreting  the  results  of  nitrogenous  metabolism. 
Dr.  Magee  Finny  said  the  subject  opened  up  a  great  range 
for  discussion.  The  practical  point  as  to  the  X-rays  being  one 
of  the  great  causes  of  improvement,  if  not  the  sole  cause,  was 
very  important.  It  was  not  so  long  since  the  rays  were  only 
applied  for  diagnosis ;  cases  in  which  they  had  been  used  as  a 
means  of  therapeusis  were  not  very  numerous,  and  it  seemed  very 
remarkable  that  such  results  had  been  obtained  in  the  case.  A 
relationship  between  the  elimination  of  uric  acid  and  the  white 
cells  had  not  been  found ;  that,  however,  was  valuable  negative 
information  for  future  observations. 
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As  heretofore,  the  work  of  the  Laboratory  has  been  chiefly 
in  the  field  of  clinical  pathology,  as  an  aid  to  the  working  of 
the  Hospital.  We  have  bad  to  deal  with  material  from  both 
departments,  Maternity  and  Gjrnsecological,  but  chiefly  from 
the  latter.  An  increasing  number  of  students  take  advantage 
of  the  facihties  provided  for  pathological  study  and  for 
investigating  from  the  pathological  side  any  cases  in  which 
they  take  special  interest. 

Numerous  additions  have  been  made  to  the  Museum,  which 
will,  I  hope,  soon  become  a  valuable  collection  in  its  special 
field. 

Nine  post-mortetn  examinations  were  made  on  the  bodies  of 
adult  patients.  I  regret  that  in  most  of  them  the  examination 
was  perforce  partial.     Brief  notes  of  these  are  appended: — 

Case  I.  (GynrccoloKical). — Partial  autopsy.  Matilda  G.,  aged 
thirty,  died  November  14,  1906,  two  days  after  removal  of  ovarian 
cyst,  with  twisted  pedicles.  Abortion  of  four  months'  foetus  on 
morning  of  death. 

Opoalion  wound  dean  and  healinj,'  w(^ll ;  union  of  all  layers  of 
abdominal  wall  takinfj;  place. 

Peritoneum  injected  ;  a  few  adhesions,  chiefly  iu  right  iliac 
region.  A  very  Uttlo  blood-stained  fluid  in  abdomen.  Left  ovary 
lariie  and  hard. 

Ulcrus  contains  a  placenta  with  two  cords,  to  one  of  which  is 
attached  a  foetus,  lying  in  the  vagina.  Other  abdominal  organs 
normal. 
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Bacteriological  examination  of  the  peritonael  exudate  gave  puie 
cultures  of  the  Diplococcus  fneumonice. 

Case  II.  (Gynaecological). — Partial  autopsy.  Jane  M.,  aged 
forty-three,  died  January  19,  1907,  two  days  after  operation  for 
removal  of  ovarian  cyst,  which  had  ruptured,  setting  free  purulent 
contents. 

Abdominal  ivound  healing  and  clean. 

Peritoneum  red,  congested,  bathed  in  semi-purulent  fluid. 
Douglas'  pouch  contains  about  two  ounces  blood-stained,  purulent 
fluid.     Very  few  adhesions  anywhere. 

Right  ovarif  contains  abscess  size  of  walnut. 

Small  fibroid  on  back  of  fundus  of  uterus.  Small  pedunculated 
fibroid  protruding  from  os  uteri. 

Other  abdominal  organs  normal. 

The  Diplococcus  pneumonice  and  the  Bacillus  coli  were  separated 
from  the  exudate  and  from  the  pus  in  ovarian  abscess. 

Case  III.  (Maternity). — Autopsy  partial.  A.  C,  aged  twenty- 
eight,  died  February  17,  1907.  Admitted  a  month  previously 
sufiering  from  acute  rheumatism  ;  seventh  month  of  pregnancy. 
Labour  induced  3rd  inst.  Has  had  three  apoplectic  seizures 
while  in  hospital. 

Uterus  large,  5  inches  by  11  inches,  and  soft.  Interior  shaggy, 
but  clean  and  wthout  smell.  Placental  site  dark  red.  Cervix 
dark  red,  Avith  sHght  laceration. 

Other  abdominal  organs  normal. 

Heart. — Right  side  healthy.  Mitral  valve  shows  a  few  vegeta- 
tions. Aortic  valve  ulcerated,  with  plentiful  vegetations  ;  wall  of 
ventricle  close  to  valve  also  shows  vegetations.  It  was  not 
permitted  to  examine  the  brain. 

Bacterioscopic  examination  of  uterus  was  negative.  Cultures 
from  the  heart  valves  showed  in  pure  growth  an  organism 
answering  to  the  descriptions  of  the  Micrococcus  rheumaticus. 

Case  IV.  (Maternity). — R.  L.,  aged  twenty- two,  died  March  2, 
1907.     Autopsy   next   day.     Delivered   a    fortnight  previousl}'- 
had  symptoms  pointing  to  meningitis.     Streptococci  found  in 
the  uterine  lochia. 

Brain. — Both  hemispheres  have  a  copious  purulent  exudate, 
especially  the  right.     The  base  shows  a  slight  fibrinous  exudate. 
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Spinal  cord  normal. 

Heart. — Fresh  vegetations  on  mitral  and  aortic  valves. 

Lungs  congested  ;  extensive  pleurisy. 

Peritoneum  healtliy. 

Kidneys  show  several  small  pysomic  abscesses. 

Uterus  large  and  soft.  Marked  inflammation  and  necrosis  of 
interior  surface. 

Other  organs  normal. 

Bacterioscopic  examination  of  the  uterus,  the  kidneys  and  the 
brain  demonstrated  streptococci,  both  by  smear  and  culture. 

Case  V.  (Maternity). — Partial  autopsy.  M.  D.,  aged  twenty, 
died  March  11,  1907.     Autopsy  same  day. 

Peritoneal  cavity  distended  with  thin  purulent  effusion,  several 
pints  in  quantity.     A  few  adhesions. 

Uterus  markedly  inflamed  internally. 

Appendages  deeply  congested  ;  purple  in  colour. 

Abscess  in  right  ovary. 

Other  abdominal  organs  normal. 

Bacterioscopic  examination  demonstrated  by  smear  and  culture 
streptococci  and  staphylococci  in  the  peritoneal  exudate,  the  pus 
of  the  ovary,  and  the  interior  of  uterus. 

Case  VI.  (Maternity). — Sarah  N.,  aged  twenty-four,  died 
May  23,  1907.  Partial  autopsy.  May  24,  1907.  DeUvered  by 
forceps,  May  20,  1907. 

Abdomen  distended,  containing  large  quantity  of  semi-purulent 
fluid. 

Peritoneum  congested.  No  adhesions.  Uterus  large  and  soft. 
Interior  is  red,  soft,  and  not  offensive.  No  other  pathological 
condition  in  abdomen. 

Pelvic  measurements  9  cms.  by  12  cms. 

Bacterinscnjyic  Examination. — Staphylococcus  aureus  was 
separated  from  the  peritoneal  exudate. 

Case  VII.  (GyntPcological). — Agnes  H.,  aged  thirty-nine,  died 
July  11,  1907,  one  week  after  sub-total  hysterectomy. 

Heart  healthy  ;  right  side  full  of  blood. 

Lnngs  healthy,  but  for  a  few  old  adhesions  at  ape.v. 

Alninmcn. — On  opening  the  peritoneum,  blood  at  once  oozed 
out.     A  quart  of  blood  and  blood-clot  was  removed.     It  was  in 
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greatest  quantity  in  the  pelvis,  and  appeared  to  come  from  a 
vessel  on  the  left  side. 

The  peritoneal  stirfaces  showed  a  fibrinous  exudate  ;  most  marked 
in  the  lower  segment.  Adhesions  had  formed,  but  were  easily 
broken  down. 

Abdominal  organs  normal. 

Bacterioscopic  Examination. — A  pure  culutre  of  Staphylococcus 
■albus  was  separated  from  the  peritoneal  exudate. 

Case  VIII.  (Gynfecological). — Lucy  T.,  aged  twenty-eight, 
•died  August  25,  1907,  two  days  after  liysterectomy  for  cancer. 
Partial  autopsy. 

Abdomen. — No  peritonitis  ;  no  haemorrhage  into  peritoneum. 
Intestines  and  other  abdominal  organs  intact  and  healthy.  No 
secondary  nodules  of  cancer  discovered. 

Bacterioscopic  Examination. — Staphylococcus  aureus  was 
recovered  in  pure  culture  from  the  peritoneal  fluid.  None  were 
seen  in  smears. 

Case  IX.  (Maternity). — M.  R.,  aged  twenty-six,  died  October 
16,  1907,  having  been  admitted  to  hospital  and  delivered  of  a 
child  two  months  previously.  Autopsy  eighteen  hours  after 
death. 

Thorax. — Pleura  adherent,  ^dth  much  turbid  fluid  present  in 
loculi,  particularly  on  the  right  side.  The  bases  of  both  lungs 
consolidated,  chiefly  the  right.  In  both  bases  tubercles  were 
plentiful,  mostly  small,  but  some  large  and  caseating,  with  com- 
mencing caxnty  formation.  There  were  several  abscesses,  size  of 
hazel-nut,  full  of  creamy  pus. 

Heart. — Right  side  dilated,  containing  large,  firm,  ante-mortem 
clot.  Left  side  normal.  Pericardium  contains  three  ounces  of 
shghtly  turbid  fluid. 

Abdomen. — A  good  many  adhesions  present ;  easily  broken 
down.  Douglas'  pouch  completely  obUterated  by  adhesions 
between  the  rectum  and  the  uterus.  The  appendix  adherent 
to  the  right  corner  of  the  uterus.  No  lluid  in  peritoneal 
cavity. 

Spleen  enlarged  and  congested. 

Liver  normal. 

Right  kidney  has  abscess,  size  of  hazel-nut,  coutaiuing  creamy 
pus.     Left  kidney  normal. 
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Uterus  small  and  firm  ;  no  sign  of  internal  or  interstitial  inflam- 
mation. 

Bacterioscopic  Examination. — Staphylococci  were  recovered 
from  the  abscesses  in  the  lung  and  kidney.  Tubercle  bacilli  were 
plentiful  in  the  lung.  Cultures  and  smears  from  the  pelvis  were 
negative. 

Some  points  of  interest  arise  in  connection  Avith  these 
records.  The  first  two  cases,  both  of  which  died  of  acute 
peritoneal  sepsis,  showed  excellent  aseptic  operation  wounds. 
In  both  cases  healing  was  taking  place,  and  a  comparatively 
firm  union  had  taken  place  in  forty-eight  hours.  In  both  the 
only  organism  present  was  the  Diplococcus  pneumoniw. 

Case  III.  is  interesting  as  exhibiting  the  Micrococcus 
rheumaticus.  I  cannot  find  any  previous  observation  regarding 
it  in  this  country.  It  was  pecuharly  unfortunate  in  this  case 
that  the  brain  could  not  be  examined,  as  there  must  have 
been  repeated  emboli. 

Case  IV.  occurred  during  the  outbreak  of  cerebro-spinal 
fever  last  year,  and  there  were  some  suspicions  that  death  was 
due  to  that  disease.  The  autopsy  left  no  doubt  of  its 
being  a  streptococcal  pyaemia. 

It  is  to  be  noted  that  in  three  out  of  the  four  cases  where 
death  was  believed  to  be  due  to  puerperal  infection,  the 
streptococcus  was  present.  In  one  case  the  condition  was 
compUcated  by  tubercle,  and  in  another  staphylococci  were 
associated  \vith  the  streptococcus.  In  only  one  fatal  case  was 
the  Staphylococcus  aureus  the  causal  organism. 

The  eighth  case  is  an  extremely  puzzling  oiu".  nothing 
whatever  being  found  to  account  for  death.  I  hardly  think 
the  presence  of  Staphi/lococcus  aureus  of  much  significance, 
though  it  has  been  suggested  to  me  that  the  case  was  one  of 
virulent  sepsis. 

Curettings  and  other  fragments  were  examined  for  purposes 
of  diagnosis  on  sixty-eight  occasions  : — 
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Table  I. — Examination  of  Curettings  and  other  Frag- 
ments FOR  Purposes  of  Diagnosis. 
Endometritis 
Endocervicitis     . 
Placental  remains 
Squamous-celled    cancer 

of  cervix 
Papilloma  of  uterus 
Adeno-carcinoma  of  uterus 
Hydatidiform  mole 

Proceeding  on  the  same  principle  as  in  my  last  report  in 
tlie  classification  of  endometritis,  and  regarding  the  terms 
rather  as  descriptive  titles  than  as  constituting  exclusive 
classes,  the  cases  of  endometritis  are  divided  as  follows  : — 

Table    II. — Cases   of   Endoivietritis,    including   Hyper- 
trophic OR  Glandular. 


30 

Fibrous  polypi     . 

3 

1 

Mucous     do. 

3 

7 

Erosion  of  cervix 

3 

Chronic  metritis 

1 

3 

Carcinoma  of  ovary 

2 

1 

Tubercular  peritonitis 

1 

4 

Blood-clot,  debris,  normal 

1 

tissue,  &c.        . 

8 

Haemorrhagic         .     2 
Post-abortive         ,     4 


Cystic       .  .  .19 

Interstitial  .  .     1 

Simple      .  .  .4 

The  cases  described  as  "  interstitial  "  or  "  hyperplastic  " 
are  much  less  numerous  than  last  year — 3  per  cent,  as  against 
8  per  cent.  I  have  made  use  of  the  term  "  post-abortive  ''  to 
describe  those  cases  of  endometritis  due  to  the  retention  of 
remnants  of  an  incomplete  abortion.  It  is  interesting  to 
note  the  long  period  for  which  this  condition  may  last.  In 
the  case  of  one  woman,  who  aborted  in  January,  and  was 
curetted  in  May,  the  curettings  still  showed  villi  and  decidual 
cells.  In  my  last  report  these  were  classed  with  the  ""  simple  " 
or  "  septic  "  cases. 

The  pathology  of  endometritis  is  still  in  a  very  unsatis- 
factory condition.  The  cases  described  here  as  "  In'per- 
trophic  "  or  "  glandular  "  can  hardly  be  regarded  as  all 
belonging  to  the  same  category.       The  term  is  applied,  as  is 
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the  custom,  to  all  cases  marked  by  an  increase  in  the  glandular 
tissue,  whatever  be  the  nature  of  the  increase.  In  some  cases 
the  glands  are  merely  increased  in  number,  in  others  they  are 
markedly  dilated,  and  again  in  others  they  show  excessive 
epithelial  prohferation. 

Tumours  and  operation  specimens  were  examined  in  seventy- 
six  cases  : — 


Table    III. — Examination   of   Tumours   and   Operation 

Specimens. 

Epithelioma  of  vulva 

2 

Tubercular  meningitis         .     2 

Cyst  of  vagina 

1 

Extra-uterine  pregnancy     .     2 

Epithelioma  of  cervix 

4 

Cyst  of  ovary          .             .17 

Carcinoma     of    body    of 

Carcinoma  of  ovary            .     3 

uterus    . 

5 

Varicosity  of  ovarian  veins     1 

Fibro-myoma  of  uterus 

32 

Fistulous  tract        .            .     1 

Mucous  polypus  of  uterus 

4 

Placenta      .            .            .     1 

Hydatidiform  mole 

1 

In  a 'large  number  of  cases  placentas  and  specimens  of 
abortions  have  been  examined,  chiefly  from  the  extern 
maternity. 

One  of  the  cases  of  epithelioma  of  the  vulva  was  described 
in  my  last  report,  the  patient  returning  for  a  further  operation 
during  the  year  at  present  under  review.  Judged  in  the  first 
instance  by  microscopic  examination  to  be  syphilitic  in  origin, 
the  ulcer  of  the  vulva  disappeared  under  iodide  treatment,  but 
returned  some  montlis  later,  when  it  presented  the  typical 
characters  of  squamous-celled  carcinoma.  Removal  of  the 
growth  was  attempted,  but  it  was  not  complete.  On  the 
patients  second  return  tlie  disease  was  so  far  advanced  as  to 
make  complete  removal  impossible. 

The  other  case  occurred  in  an  old  woman  of  seventy-three. 
The  tumour  had  given  lise  to  secondary  growth  in  the  glands 
of  the  groin.     It  is  densely  pigmented.     The  cells  are  squanxnis 
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-cells,  but,  contrary  to  what  is  usual  in  epithelioma  of  the 
labium,  cell-nests  are  absent.  The  pigment  is  altered  blood- 
pigment. 

The  cyst  of  the  vagina  was  a  small  sac,  less  than  a  hazel- 
nut in  size,  with  firm,  fibrous  walls,  very  vascular.  It  was 
lined  with  columnar  epithelium. 

It  is  curious  that  columnar  carcinoma  of  the  uterus  was 
met  with  more  frequently  during  the  year  than  epithelioma 
■of  the  cervix  in  the  proportion  of  5  to  4.  Two  of  the  cases 
-of  carcinoma  of  the  uterus  presented  features  of  special  interest. 
Among  the  curettings  examined  a  specimen  was  met  which 
was  described  as  papilloma  of  the  uterus.  It  consisted  of 
white,  friable  fragments,  which  microscopically  were  found  to 
be  fungating  epithehal  growths,  the  epithehum  being  columnar 
and  regular  in  type.  There  was  much  mucoid  degeneration. 
As  the  clinical  characters  favoured  the  suspicion  of  malignancy, 
the  uterus  was  removed,  and  the  whole  cavity  was  found  to 
be  filled  with  a  fungating  mass,  undoubtedly  malignant,  as 
shown  by  the  microscope. 

In  the  case  of  another  patient,  Mary  W.,  a  polypns,  the  si?:e 
of  a  filbert,  was  removed  on  3rd  May,  1907.  It  consisted  of 
firm  fibrous  tissue,  except  at  one  side,  where  the  surface  was 
fungating  and  friable.  Microscopically,  this  part  consisted  of 
glandular  tissue,  with  irregular  proliferation  of  the  epithelium. 
The  uterus  was  then  removed,  and  the  posterior  lip  was  found 
to  be  eroded  by  extensive  malignant  ulceration.  In  the  left 
corner  of  the  uterus  was  a  small  nodule,  apparently  secondary. 

In  two  of  the  five  cases  of  columnar  carcinoma  small  fibroids 
were  present.  This  is  exactly  the  same  proportion  as  last 
year.  In  none  of  the  cases  of  squamous  carcinoma  were  there 
fibroids. 

Seven  of  the  thirty-two  fibroids  examined  showed  de- 
generative changes.  In  four  there  was  softening,  varWng 
from  a  slight  degree  up  to  necrosis.      In  one  there   were 
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calcareous  deposits,  together  with  mucoid  degeneration.  Iii> 
one  there  were  cystic  spaces,  and  in  one  there  was  a  mild 
degree  of  "  red  degeneration."  In  five  of  the  cases  of  fibroid 
uterus  there  was  a  cystic  condition  of  one  or  both  ovaries. 

One  of  the  cases  of  extra-uterine  pregnancy  was  remarkable 
in  that  the  sac  was  situated  in  the  ovary,  and  no  changes 
could  be  found  in  the  tube.  It  is,  of  course,  impossible  to 
decide  with  certainty  the  original  seat  of  the  ovum.  The 
other  case  of  tubal  pregnancy  showed  a  pin-hole  perforation, 
which  led  to  serious  bleeding  and  an  operation  of  emergency. 

We  have  to  record  three  cases  of  carcinoma  of  the  ovary. 
In  none  of  them  could  careful  clinical  search  detect  a  primary 
seat  elsewhere  than  in  the  ovary,  and,  consequently,  I  am 
unable  to  agree  with  the  usual  opinion  that  cancer  of  the 
ovary,  as  a  primary  disease,  is  rare.  Out  of  the  last  nine 
cases  of  cancer  of  the  ovary  I  have  seen,  in  only  one  was  a 
primary  growth  found  elsewhere — viz.,  in  the  breast.  One 
case  of  papillary  cystoma  of  the  ovary  was  regarded  on  naked- 
eye  examination  as  carcinoma,  but  no  microscopic  support 
for  that  view  could  be  found.  It  is,  however,  possible  that  a 
thorough  search  might  reveal  malignancy.  Many  observers 
hold  that  a  high  proportion  of  papillary  cystomata  is 
malignant.    No  dermoid  was  met  during  the  year. 

Of  the  ovarian  cysts,  five  were  unilocular  and  five  large 
multilocular  adeno-cystomata,  four  were  papillary  cystomata, 
and  three  small  lutein  cysts. 

The  condition  of  varicosity  and  thrombosis  of  the  ovarian 
veins  appears  to  be  a  very  rare  one,  and  I  have  been  unable 
to  find  any  record  of  an  exactly  similar  condition.  Within  a 
few  weeks  after  delivery,  an  adherent  ])larenta  having  been 
removed  by  the  hand,  a  tumour  was  discovered  in  the  right 
iliac  fossa.  It  extended  up  in  the  lumbar  region,  reaching 
the  kidney,  and  displacing  the  hepatic  flexure  of  the  colon. 
An  nprration  was  porfornu'd  and  the  mass  removed.     It  was- 
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found  to  consist  of  a  dense  plexus  of  large  veins,  bound  together 
in  strong,  fibrous  tissue.  The  veins  were  completely  throm- 
bosed. It  would  appear  as  if  some  accident  of  the  puer- 
;perium  had  given  rise  to  thrombosis  in  a  pre-existing  vari- 
•cosity,  thereby  giving  the  appearance  of  a  rapidly  growing 
tumour. 

Table  IV. — Bacteeioscopic  Examination  of  the  Uterine 
Lochia  in  Seventeen  Morbid  Cases,  showing  the 
Organism  Observed  or  Isolated  : — 


Diplococcus  aureus 

9 

Unrecognised  bacilli 

.     8 

,,        pneumoniae  . 
Streptococcus       .        .    . 
Staphylococci 

7 
5 
2 

„           cocci 
Saprophytes 
Negative  . 

2 
.     1 
.     5 

Di'plococcus  aureus  I  have  previously  described.  Morpho- 
logically it  resembles  the  gonococcus,  but  difEers  from  the 
latter  in  its  staining  and  cultural  reactions.  Three  of  the 
five  cases  of  streptococcal  infection  proved  fatal,  and  have 
been  referred  to  in  the  post-mortem  reports.  In  many  of  the 
cases  organisms  seen  in  smears  of  the  lochia  failed  to  grow, 
and  therefore  in  those  cases  the  identification  is  incomplete. 
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Friday,  November  22,  1907. 

The    President    in    the    Chair. 

The  President  read  a  paper  on  "  Nitrogenous  Metabolism  in  a 
Case  of  Myelogenous  Leuchscmia."    See  page  300,  ante. 

Villous  Tumour  of  the  Bladder. 
Dr.  Boxwell  stated  that  the  patient  from  whom  the  specimen 
was  taken  was  a  young  man,  aged  about  thirty-four,  who  had 
been  perfectly  healthy  until  about  twelve  months  previous  to 
his  admission  to  hospital.  The  chief  symptoms  on  admission 
were  ha^maturia  with  pain  on,  and  increased  frequency  in, 
micturition.  The  urine  was  found  to  be  alkahne,  full  of  pus  ; 
and  in  addition  contained  triple  phosphates,  epithelium,  and  a 
considerable  amount  of  blood.  The  appearance  of  the  man,  and 
the  fact  that  he  had  lost  his  voice,  suggested  that  the  trouble 
was  of  tuberculous  origin,  but  no  tubercle  baciUi  could  be  found 
in  the  urine.  He  was  too  ill  to  be  operated  on  ;  and  even  attempts 
to  wash  out  his  bladder  were  always  attended  with  great  pain. 
He  died  a  fortnight  after  admission  to  hospital.  At  post-mortem 
the  base  of  the  bladder  was  found  to  be  occupied  by  several 
large  villous  masses,  the  largest  being  situated  at  the  mouths  of 
the  ureters  ;  the  bladder  wall  was  thickened,  and  the  ureters 
greatly  dilated.  The  kidneys  showed  the  ordinary  septic  changes 
following  cystitis. 

Mr.  L.  G.  Gunn  spoke  on  the  subject. 

Carcinoma  foUoiving  Ulcer  of  Duodenum,  with  Second<iry  Deposits 

in  Lungs. 
Dr.  Boxwell  exhibited  specimens  with  microscopic  slides.  The 
organs  were  obtained  from  a  man  aged  sixty.  He  had  been 
suilering  for  some  years  from  attacks  of  jaundice,  sonietimes  with 
Blight  vomiting,  but  never  had  much  pain.  An  exploratory 
laparotomy  was  performed,  antl  the  gall-bladder  was  found  to  be 
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distended,  and  a  hard  mass  could  be  felt  in  the  duodenum,  while 
the  pancreas  was  found  filled  with  small,  hard  nodules.  The 
patient  made  no  definite  progress,  and  died  in  a  week.  At  post- 
mortem  it  was  found  that  there  was  something  like  an  ulcer 
occupying  the  ampulla,  just  at  the  entry  of  the  common  duct, 
with  a  fair  amount  of  new  growth  of  a  cancerous  nature  around 
it.  Nodules  were  also  scattered  through  the  lungs  ;  these  were 
found  to  be  carcinomatous,  while  the  nodules  in  the  pancreas 
were  merely  necrotic  masses.  The  liver  was  simply  jaundiced  ; 
there  were  no  secondary  deposits  in  it. 

Cancer  of  the  Bladder. 
Mr.  L.  G.  Gunn  exhibited  a  specimen  showing  extensive  cancer, 
filling  practically  the  whole  interior  of  the  bladder.  The  patient 
was  a  man  who  presented  all  the  appearance  of  a  very  acute 
inflammation  of  the  bladder.  When  the  patient  was  first  seen 
the  disease  was  too  far  gone  to  allow  of  operative  interference 
beyond  giving  relief  by  draining  ;  the  tumour  was  then  about  the 
size  of  a  small  Tangerine  orange.  The  man  lived  about  two 
months,  and  in  that  time  the  bladder  had  filled  up.  The  tumour 
was  a  very  cellular  carcinoma,  and  was  unusual  in  not  ha\'ing 
any  symptoms  of  haemorrhage. 

Thrombosis  of  Arm  iviih  Gangrene. 
Dr.  O'Carroll  described  a  case  of  gangrene  in  a  widow,  aged 
thirty-nine,  who  entered  hospital  in  July  last  complaining  of 
cramps  in  the  fingers  of  her  left  hand.  The  day  after  admission 
a  slight  bluish  tinge  was  seen,  especially  about  the  wrist,  and 
she  was  unable  to  lift  the  forearm.  Nothing  in  her  history  gave 
any  clue  to  the  cause  of  the  condition.  Her  heart  was  found  to 
be  rather  weak,  with  some  shght  softening  of  the  first  sound. 
The  only  objective  defect  to  be  found  was  a  small  quantity  of 
albumen  in  the  urine.  Her  chest  was  small ;  she  was  thin,  and 
had  a  ruddy  blue  face.  The  day  after  admission  pain  was  com- 
plained of  in  the  right  hand  and  arm,  and  a  slightly  black  hue 
was  found  about  the  right  wrist.  Within  a  few  days  the  circle 
moved  up  the  left  arm,  while  the  right  hand  cleared  up.  The 
left  hand  gradually  dried  up,  and  became  perfectly  rigid,  and  in 
about  three  weeks  the  dryness  and  munmiification  had  reached 
the    junction    of    the  upper  and  middle  third  of  the  forearm. 
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The  arm  above  this  became  swollen  and  tender,  and  presently 
a  line  of  demarcation  occurred,  and  sank  in  about  a  fortnight  to 
a  depth  of  about  half  an  inch.  The  patient  was  given  two  or 
three  minutes  of  ansesthesia,  and  the  arm  was  taken  ofi  above  the 
elbow  joint.  The  stump  healed  perfectly,  and  she  left  hospital 
much  better  in  general  health. 

Mr.  H.  Stokes  referred  to  a  somewhat  similar  case. 

Professor  White  said  he  remembered  quite  well  the  case 
referred  to  by  Mr.  Stokes,  which  was  so  like  that  which  Dr. 
O'CarroU  had  so  graphically  described.  In  it  the  gangrene  was 
undoubtedly  due  to  the  condition  of  the  vessels  of  the  arm, 
which  were  rigid,  and  their  lumina  almost  obliterated. 

Sarcoma  of  Tibia. 

Dr.  G.  Harvey  showed  a  specimen  of  sarcoma  of  the  tibia 
occurring  in  a  married  woman  aged  fifty-five.  He  exhibited  at  the 
same  time  several  microscopic  slides  and  X-ray  photographs  of 
the  tumour.  The  latter  showed  certain  points  wliich  Avere  not 
evident  in  the  specimen — viz.,  (1)  that  the  fibula  was  free  from 
the  growth,  (2)  that  there  was  no  great  expansion  of  the  medullary 
cavity,  but  (3)  that  there  was  great  rarefaction  of  the  head  of  the 
tibia,  and  (4)  that  the  articular  surface  of  the  tibia  W;is  enlarged 
at  its  external  margin.  The  growth  did  not  appear  to  infiltrate 
the  muscles  very  much,  but  rather  pushed  them  in  front  of  it. 
Microscopically,  the  tumour  was  in  parts  an  ossifying  chondro- 
sarcoma. In  other  portions  round  cells  in  alveolar  grouping  were 
to  be  seen.  Two  interesting  questions  arose :  First,  was  this 
alveolar  arrangement  due  to  a  segregation  of  cells  into  cartilage 
spaces,  with  partial  absorption  of  the  cartilage  ?  and  might  this 
be  the  general  explanation  of  alveolar  sarcomas,  using  the  term 
in  the  descriptive  sense  i  Second,  did  the  tumour  start  in  the 
centre  of  the  bone  or  outside  1  From  the  appearances  of  the 
radiograms  in  conjunction  with  the  fact  that  tUe  tumour  cells 
appeared  to  be  grouped  about  the  perichondrium,  he  inclined  to 
the  view  that  the  growth  originated  outside  the  bone,  probably 
from  the  cartilage  of  the  joint. 

Professor  White  said  he  thought  the  appearances  seen  in  one 
of  the  X-ray  photographs  were  strongly  in  favour  of  the  view 
that  the  tiimour  started  inside  the  bone.     The  upper  portion  of 
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the  internal  aspect  of  the  tibia  was  completely  destroyed,  which 
simply  meant  that  the  tumour  in  making  its  way  out  destroyed 
the  bone.  The  so-called  expansion  of  bone  simply  meant  that 
while  the  bone  inside  was  being  infiltrated  and  destroyed  new 
bone  was  being  formed  outside.  A  time  always  arrived  when  the 
new  bone  was  not  formed  in  sufficient  quantity  to  cover  the  more 
rapidly  growing  tumour. 

Mr.  L.  G.  Gunn  also  spoke,  and  Dr.  Harvey  replied. 

Laryngeal  Specimens. 
Professor  White  showed  and  demonstrated  a  few  interesting 
old  specimens  from  the  College  of  Surgeons'  Museum. 

(a)  Cases  of  Hanging. 
In  two  specimens  obtained  about  eighty  years  ago  the  same 
lesions  were  present.  In  each  case  the  thyroid  cartilages  and 
OS  hyoides  are  widely  separated  from  each  other — the  intervening 
muscles,  &c.,  having  been  almost  completely  torn  across.  The 
epiglottis  was  torn  away  from  the  rest  of  the  larynx,  and  ascended 
with  the  OS  hyoides  and  tongue  into  the  floor  of  the  mouth.  In  Vol. 
5  of  the  old  Dublin  Hospital  Reports  a  short  description  of  these 
specimens  is  given.  It  would  appear  that  the  omo-hyoid,  sterno- 
hyoid, and  sterno-thyroid  muscles  were  lacerated  in  such  a  fashion 
that  only  a  few  shreds  held  the  torn  portions  together.  The  right 
sterno-mastoid  was  ecchymosed,  contused  and  broken  ;  while  the 
left  sterno-mastoid  was  but  slightly  bruised.  The  rope  knot 
was  to  the  left  side.  The  skin  alone  intervened  between  the  rope 
and  the  interior  of  the  pharynx.  The  cervical  vertebrse  and  spinal 
cord  were  uninjured. 

(6)  Suffocation. 
The  specimen  in  this  case  showed  a  large  lump  of  meat,  almost 
three    inches    in    length,    firmly    wedged    in    the    pharynx    and 
oesophagus,   and   completely   closing   the  superior  opening  into 
larynx. 

(c)  Ulceration  oj  Tracheotomy  Tube  into  Aorta. 
No  history  was  attached,  but  apparently  the  condition  for  which 
the  operation  of  tracheotomy  was  performed  was  an  acute  one, 
as  no  disease  of  the  larynx  is  recognisable.     At  a  period  long  after 
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the  operation,  but  some  time  antecedent  to  death,  some  unskilful 
person  attempted  to  replace  the  tube,  but  thrust  it  instead 
between  the  sternum  and  trachea,  with  the  result  that  ultimately 
the  lower  end  of  tube  ulcerated  into  arch  of  aorta.  Judging  from 
the  appearance  of  the  wound  in  the  trachea,  some  time  must  have 
elapsed  before  this  occurred.  From  the  time  the  tube  was  put 
in  the  false  position  the  patient  must  have  breathed  in  the 
ordinary  way,  as  the  tracheal  wound  was  quite  blocked  b}^  the 
tube  in  front. 


Friday,  January  10,  1908. 
The   President   in   the   Chair. 

Septic  Evdocardilis. 
Dr.  Bewley  said  the  case  was  one  of  a  young  man  born  in  1885. 
In  1898  he  had  suffered  from  rheumatic  fever,  being  laid  up  for 
six  months,  and  his  heart  being,  he  believed,  then  .-iffected. 
During  the  following  three  years  he  had  further  attacks.  He 
camo  into  hospital  in  February,  1905,  suffering  from  breathlessness 
and  palpitation.  He  was  found  to  have  a  hypcrtrophied  heart, 
double  aortic  disease,  and  mitral  regurgitation.  During  the 
time  the  patient  was  under  his  care  he  never  suffered  from  fever, 
the  main  clinical  feature  was  the  regurgitation.  About  the  middle 
of  October  last  he  came  to  sec  him  (Dr.  Bewley),  looking  very  ill, 
his  heart  beating  130  to  140  per  minute.  He  was  admitted  to 
hospital  on  October  19,  and  died  on  December  16.  His  last 
illness  had  bcgiin  in  the  previous  June  with  feverishness,  occasional 
sweatings,  and  loss  of  strength.  While  in  hospital  his  evening 
temperature  ran  to  101°  and  102°,  and  his  morning  temperature 
varied  from  normal  to  100°.  The  condition  of  the  heart  was 
much  the  same  as  before,  and  sometimes  a  presystolic  thrill  was 
felt.  He  had  also  a  slight  hemiplegic  seizure,  from  which  he 
recovered  in  a  few  days.  The  diagnosis  was  septic  endocarditis. 
About  the  middle  of  November  a  tender  spot  came  on  one  side  of 
his  head.  For  four  or  live  days  it  was  swollen,  and  gradually 
subsided.  The  tcmpurul  artery  might  be  felt  as  far  as  the  spot, 
but  could  not  be  traced  beyond  it.  No  abscess  occurred,  showing 
that  the  infection  was  very  mild.     The  same  symptoms  occurred 
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on  the  other  side  at  the  same  spot.  At  the  post-mortem  the  heart 
was  found  very  much  enlarged,  and  the  pericardium  was  found 
to  be  universally  adherent — a  condition  of  which  there  was  no 
clinical  sign  whatever.  The  right  cavities  of  the  heart  were 
comparatively  small,  the  left  ventricle  was  enormous,  and  both 
the  mitral  and  aortic  valves  were  festooned  with  soft  pink  vegeta- 
tions. The  kidneys  were  enlarged ;  the  spleen  was  very  much 
enlarged,  and  there  was  an  abscess  in  connection  with  an  infarct 
in  the  spleen.  Dr.  Harvey  made  an  examination  of  one  of  the 
vegetations,  which  showed  enormous  numbers  of  cocci  of  the 
streptococcus  type.  The  case,  then,  was  one  of  endocarditis, 
with  an  organism  of  extremely  mild  virulence  ;  the  sepsis  had 
lasted  fully  six  months. 

The  Secretary  said  that,  considering  no  cultures  had  been 
made,  it  was  difficult  to  tell  from  the  section  alone  whether  they 
were  dealing  with  streptococci.  He  believed  they  were  not 
streptococci,  but  were  rather  diplococci  of  the  pneumococcus  type. 

The  President  asked  Dr.  Bewley  if  he  thought  the  final 
attack  was  a  separate  and  distinct  infection,  or  did  he  consider 
that  the  patient  was  carrying  the  organisms  in  his  system  all  the 
time,  until  they  found  a  suitable  opportunity  to  develop. 

Dr.  Bewley,  in  reply,  said  it  seemed  to  him  that  the  final 
infection  was  a  distinct  and  new  one,  but,  of  course,  he  coidd 
not  prove  it  to  be  so. 

Dr.  Harvey  mentioned  that  he  looked  on  the  cocci  as  strepto- 
cocci. 

Inira-thoracic  Tumour. 
Dr.  Travers  Smith  gave  the  main  clinical  facts  of  the  case,  of 
which  Dr.  Earl  would  show  ])ost-mortem  specimens.  The  patient, 
a  man,  aged  fifty-six,  was  admitted  to  hospital  on  April  23,  1907, 
and  died  in  about  six  weeks.  A  few  months  before  admission  he 
received  a  heavy  blow  on  his  chest,  but  one  could  not  say  how 
much  that  had  to  do  with  the  growth  in  his  thorax  and  its  extreme 
distribution.  About  two  months  before  admission  he  noticed  a 
swelling,  which  extended  into  his  riglit  arm  and  right  side  of 
his  chest.  About  four  weeks  previously  he  noticed  the  veins  of 
his  chest  getting  prominent,  and  his  right  car  getting  r;ither  blue. 
On  examination,  he  found  his  right  arm  and  neck,  especially 
on  the  right  side,  oedematous,  but  not  ])itting  on  pressure.     The 
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enlargement  of  the  veins  of  the  chest  on  the  right  side  did  not 
extend  below  the  thoracic  margin.  They  came  to  the  conclusion 
that  there  was  something  obstructing  the  blood  return  through 
the  right  innominate  vein,  and,  perhaps  to  a  less  degree,  through 
the  left,  and  that  the  obstruction  was  due  to  pressure  from  an 
intra-thoracic  tumour.  In  about  a  week  the  same  symptoms 
appeared  on  his  left  side.  An  efiusion  in  the  patient's  right 
pleural  sac  accumulated  rapidly,  and  on  tapping  it  they  found  it 
had  the  character  of  a  passive  effusion,  with  poverty  of  albumen 
and  cellular  elements.  He  had  to  be  tapped  several  times. 
Cyanosis  was  now  very  remarkable,  and  he  began  to  breathe 
with  a  slight  stridor.  About  a  week  before  his  death  he  became 
very  cedematous  in  his  lower  extremities,  and  some  fluid  formed 
in  the  peritoneum.  Examination  of  his  heart  and  pulse  pre- 
vented attributing  the  condition  to  general  cardiac  weakness. 
One  day  the  patient  complained  of  \aolent  pain  in  his  right  axilla, 
and  they  concluded  that  a  vein  had  burst.  He  was  given  a  small 
hypodermic  of  morphin  to  relieve  the  pain,  and  died  six  or  seven 
hours  afterwards  from  respiratory  embarrassment. 

Dr.  Earl,  in  exhibiting  the  -post-mortem  specimen,  said  the 
tumour  involved  all  the  structures  in  the  thorax.  The  whole  of 
the  superior  vena  cava  was  absolutely  filled  with  it,  and  it  grew 
high  up  and  into  the  innominate  vein.  It  projected  into  the  right 
auricle  of  the  heart,  and  filled  it  up,  and  projected  into  the  ven- 
tricle. There  were  no  growths  elsewhere,  and  the  tumour  had 
the  structure  of  a  lympho-sarcoma. 

Inlra-ihoracic  I^ympho-sarconia. 
Dr.  Eajil  exhibited  a  second  specimen  of  extensive  lympho- 
sarcoma in  the  upper  parts  of  the  thorax,  but  lying  more  in  front 
of  the  structures  than  surrounding  them.  It  grew  down  on  to 
the  pericardium,  and  the  heart  was  covered  all  over  with  a  thick 
layer  of  tumour.  It  extended  to  the  left  pleura,  and  from  it 
into  the  lung.  There  were  also  several  globular  secondary 
growths  in  the  liver  of  the  same  structure. 

Aortic  Aneurysm. 
Dr.  Boxwell  exhibited  a  specimen  taken  from  a  male,  aged 
thirty-three  years.     He  was  admitted  to  the  Meath  Hospital  on 
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October  11,  1907,  witli  a  provisional  diagnosis  of  '"  paroxysmal 
asthma,"  with,  possibly,  "pneumonia." 

When  seen  the  patient  was  sitting  up  in  bed.  The  face  was 
livid,  his  head  drooped  between  his  shoulders,  suffering  from 
violent  dyspnoea,  and  streaming  with  perspiration.  The  larynx 
was  evidently  obstructed  above,  and  the  loud  stridor  at  the  root 
of  the  neck  pointed  also  to  obstruction  in  this  region.  The 
pupils  were  regular.  There  was  no  oedema  of  the  upper 
extremity,  and  the  pulses,  though  extremely  feeble,  showed  no 
perceptible  difference.  There  was,  however,  a  patch  of  dulness 
under  the  right  sterno-clavicular  articulation,  and  a  heaving 
pulsation  palpable  just  above  this  point  at  the  root  of  the  neck. 
Diagnosis  :  Innominate  aneurysm.  The  relief  given  by  morphin 
and  amyl-nitrite  was  short-lived,  and  the  patient  died  on  the 
morning  of  October  13,  1907.  At  the  ^ost-mortem  examination 
the  aorta  was  found  to  be  the  seat  of  a  saccular  aneurysm,  the  size 
of  a  duck  egg.  The  innominate  artery  was  involved  in  the 
aneurysm,  while  the  left  carotid  and  subclavian  opened  directly 
into  the  sac.  The  aneurysm  lay  directly  under  the  right  sterno- 
clavicular articulation,  and  caused  a  partial  dislocation  of  the 
joint.  The  sac  was  crossed  in  front  by  the  left  innominate  vein, 
which  was  incorporated  in  its  wall,  and  nearly  obliterated,  its 
function  having  been  taken  on  by  an  enlarged  left  superior 
intercostal.  Both  recurrent  nerves  must  have  been  subjected 
to  considerable  pressure,  as  were  also  the  trachea  and  oesophagus. 

Aneurysms  of  Aorta. 
Dr.  Earl  showed  (1)  an  aneurysm  of  the  aorta.  It  was 
situated  about  the  junction  of  the  descending  part  of  the  arch 
with  the  thoracic  aorta,  and  was  about  one  and  a  half  inches  in 
diameter.  It  projected  to  the  left  side,  and  was  adherent  to 
the  periosteum  of  the  vertebra}  and  to  the  oesophagus,  which 
it  had  flattened  out  somewhat.  It  also  pressed  on  the  left  side 
of  the  trachea,  and  slightly  flattened  it.  Its  opening  into  the 
aorta  was  about  ^  inch  in  diameter.  The  aneurysm  was  almost 
filled  by  a  firm  clot.  It  was  taken  from  the  body  of  a  man  aged 
forty  years,  who  died  of  tuberculosis  of  the  lungs.  He  had  had 
syphilis  sixteen  years  before  his  death.  The  aorta  was  athero- 
matous, but  not  dilated.       (2)  An  aneurysm  in  same  position 
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with  a  wide  opening  into  tlie  aorta.     The  aorta  was  considerably 
dilated  and  atheromatous. 

The  wall  of  the  aneurysm  was  adherent  to  the  periosteum  of 
the  vertebrae  and  to  the  oesophagus.  The  part  adherent  to  the 
oesophagus  was  deeply  ulcerated,  so  that  one  ulcer  had  gone  right 
through  the  wall,  and  had  afEected  the  muscular  coat  of  the 
oesophagus. 

Blood  Slides  showing  marked  EosinopMlia. 

Dr.  Earl  said  the  blood  was  from  a  gentleman  returned  from 
somewhere  on  the  west  coast  of  Afi'ica.  There  was  a  strong 
suspicion  that  he  had  malarial  disease.  He  was  struck  with  the 
number  of  coarse  granular  cells  in  the  blood.  He  selected  a 
thick  part  of  the  film  in  order  to  get  a  good  many  leucocytes, 
and  in  the  field  there  were  three  eosinophile  cells  and  some 
polynuclear  and  neutrophile  cells.  The  condition  was  not  very 
uncommon,  but  was  more  particularly  noticed  in  cases  of  worms 
of  different  sorts,  though  it  occurred  in  other  conditions. 

Dr.  Moorhead  said  he  had  a  case  of  recurring  attacks  of 
rheumatic  endocarditis,  and  every  attack  of  rheumatism  was 
accompanied  by  eosinophilia.  He  thought  at  first  that  there 
was  some  intestinal  infection,  but  had  not  been  able  to  detect 
any. 

The  President  recalled  a  communication  which  he  had  made 
to  the  Medical  Section  of  the  Academy  on  two  cases  of  enormous 
enlargement  of  the  spleen,  accompanied  by  marked  eosinophilia. 

Two  Cases  of  Poisoning  by  Crude  Phenol. 
Dr.  Boxwell  showed  two  specimens.  Case  I. — Stomach  and 
spleen  of  a  girl  aged  fifteen  years,  who  was  poisoned  by  drinking 
four  ounces  of  crude  carbolic.  She  was  dead  when  brought 
to  hospital,  and  the  fosl-mortem  was  made  about  twenty-four 
hours  after,  no  attempt  having  been  made  to  counteract  the 
poison.  Naked  eye  Appearance. — Stomach  of  leathery  consistence  ; 
serous  surface  dull,  and  of  a  bright  cherry-red  colour.  The  same 
appearances  were  noticeable  on  the  contiguous  surface  of  the 
spleen.  The  mucosa  of  the  stomach  and  (vsophagus  was  hard 
and  brittle,  dull  grcyish-wliitc  in  colour,  with  whiter  points, 
resembling  incrustations,  as  if  roughly  painted  with  white  lead. 
There  was  no  evidence  of  tlii-;  necrosis  on  the  tongue  or  fauces, 
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although  in  the  latter  an  cedematous  condition  of  the  mucous 
membrane  was  very  remarkable. 

Case  II. — Viscera,  including  tongue,  pharynx  and  oesophagus, 
of  a  child,  aged  twelve  months,  poisoned  with  crude  phenol.  In 
this  case  the  amount  of  acid  swallowed  coiild  not  be  accurately 
ascertained.  The  child  was  made  to  take  a  good  drink  of  it,  but 
was  still  alive  when  removed  to  hospital.  The  points  emphasised 
here  were  : — (1)  That  about  four  ounces  of  whisky  were  adminis- 
tered within  a  few  minutes  of  the  dose  of  acid,  followed  by  a 
copious  irrigation  with  wliisky  and  water.  There  was  no  other 
antidote  used.  And  (2),  whereas  enough  had  been  already 
absorbed  to  produce  a  fatal  depression  of  the  heart's  action,  the 
amount  of  coagulation  necrosis  was  not  great,  the  stomach 
bearing  a  marked  contrast  to  that  of  the  previous  case.  The 
condition  of  the  pharynx  and  oesophagus  in  the  two  cases  was 
much  the  same. 

Some  details  of  a  third  case  were  also  given,  where  a  woman, 
aged  twenty-seven,  had  swallowed  eight  ounces  of  the  crude  acid. 
She  also  was  treated  with  whisky,  whisky  and  water,  and 
glycerine  and  water  given  through  a  stomach  tube.  A  consider- 
able quantity  of  brown  fliiid,  smelling  strongly  of  carbolic  acid, 
was  siphoned  ofE  with  the  initial  dose  of  whisky,  and,  as  a  result 
of  the  treatment,  the  woman  is  doing  well.  It  is  a  remarkable 
fact  that  within  a  few  minutes  of  the  administration  of  whisky 
she  recovered  consciousness,  and  within  an  hour  was  vomiting 
naturally. 

Round  Worm  in  Larynx  and  Trachea. 
The  Secretary  exhibited  an  old  museum  specimen  with  a 
round  worm  doubled  up  in  the  trachea  and  larynx  of  a  child. 


Friday,  February  21,  1908. 
The    President    in    the    Chair. 

An  Exceptional  Case  of  Tuberculosis. 
Dr.  James  Little  said  the  patient,  a  man  about  forty-two, 
was    admitted    to    hospital    in    November    last    lookiug    vcrv 
emaciated.     He  had  only  a  cough,  with  a  little  pain  in  the  right 
side  of  his  chost.     A  few  days  after  admission  a  ttudont  noticed 
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a  friction  sound  low  down  on  the  right  side  of  the  chest.  His 
sputum  did  not  give  any  tubercle  bacilli.  He  complained  of 
abdominal  pain,  he  was  always  constipated,  and  his  tem- 
perature was  hectic,  though  not  highly  so,  up  to  his  death  on 
February  8.  About  a  fortnight  after  admission  it  became  plain 
that  there  was  fluid  in  the  right  thoracic  cavity,  and  on  passing 
a  needle  it  was  found  to  be  bloody.  From  the  character  of  the 
fluid  he  became  certain  that  it  was  due  to  tuberculous  mischief 
in  the  thorax,  but  as  the  fluid  did  not  cause  any  inconvenience 
he  did  not  draw  it  ofi.  Later,  however,  the  patient  got  very  ill, 
and  twenty  oimces  of  exceedingly  bloody  fluid  were  drawn  off. 
The  symptoms  improved,  and  the  patient  hved  for  two  months, 
ultimately  dying  from  inability  to  take  food,  for  which  he  had 
a  total  dislike  from  the  date  of  admission.  Ihe  specimens 
exhibited  showed  an  immense  blood  clot  in  the  right  pleural 
sac.  The  lung  itself  did  not  appear  to  be  affected  by  any 
tuberculous  formation ;  it  only  appeared  to  have  existed  in 
the  sac.  The  upper  surface  of  the  liver  and  lower  surface  of 
the  diaphragm  wore  affected  by  tuberculous  disease,  and  the 
peritoneum  was  also  the  seat  of  diffuse  tuberculous  trouble. 
The  case  showed  the  certainty  almost  of  a  bloody  pleural  fluid 
depending  on  tuberculous  pleurisy  ;  it  showed  also  that  tuber- 
culous peritonitis  might  affect  the  peritoneum  without  tuberculous 
disease  of  the  inner  surface  of  the  intestine. 

Dr.  Kirkpatrick  thought  that  the  dictum  about  blood- 
stained pleural  effusion  being  tubercular  required  modification  : 
although  the  effusion  might  frequently  bo  tubercular,  certain 
tubercular  effusions  were  not  always  hasmorrhagic.  The  case 
would  suggest  that  in  cases  of  primary  tuberculosis  of  the  pleura 
the  hemorrhagic  effusion  might  be  of  considerable  diagnostic 
value. 

The  President  asked  if  there  was  any  examination  made  of 
the  patient's  brain. 

Dr.  Little,  in  reply,  said  there  were  no  symptoms  that  pointed 
to  the  brain,  and  no  examination  was  made. 

Two  Cases  of  Gangrene  of  Lung. 
Dr.   Litfle  exhibited  a  specimen  showing  gangrene  of  the 
lung  from  a  man  forty-five  years  of  age,  who  died  four  days  after 
admission   to  hospital.     His  own  statement   was  that  he   was 
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perfectly  temperate,  but  that  had  to  be  accepted  with  some 
reservation.  He  had  been  at  home  for  a  fortnight  with  what  ho 
called  a  cold.  His  temperature  was  not  at  all  elevated  on 
admission.  The  only  striking  thing  about  bim  was  bis  cough, 
which  was  incessant.  On  the  third  day  the  nurse  noticed 
extreme  foctor  of  bis  breath.  His  expectoration  was  always 
that  of  pneumonia.  The  specimen  sbowed  excavations  in  the 
lower  lobe  of  the  right  lung,  differing  from  the  ordinary  cavities 
by  having  no  wall  of  circumvallation.  The  whole  lung  was  in  a 
condition  of  solidification. 

The  Secretary  exhibited  a  second  specimen  obtained  about 
six  years  ago.  The  patient  was  a  child  suffering  from  diplitheria. 
The  gangrenous  mass  was  in  the  right  lung;  the  destruction  was 
quite  localised,  and  there  was  a  considerable  amount  of  fibrinous 
pleurisy.  Corresponding  to  the  centre  of  the  gangrenous  area, 
and  directly  facing  it,  was  a  puncture,  and  outside,  between 
two  ribs,  the  puncture  mark  was  seen  surrounded  by  a  dark  blue 
zone.  The  child  had  apparently  been  inoculated  with  anti-toxin 
at  that  point  directly  into  the  lung,  and  this  seemed  to  be  the 
cause  of  the  gangrene.  The  gangrenous  area  was  found,  on 
examination,  to  contain  diphtheria  bacilli,  amongst  other 
organisms,  and  efforts  to  cultivate  the  organism  from  other 
parts  of  the  hmg  failed.  Pure  cultures  of  diphtheria  bacilli 
were  also  got  from  the  spleen.  It  was  possible,  though  im- 
probable, that  the  diphtheria  bacilli  got  there  b_v  means  of  the 
serujn.  It  was  more  likely  that  the  practitioner  used  a  dirty 
needle,  which  caused  a  necrosis,  and  probably  the  bacilli  were 
aspirated,  and  grew  in  the  necrosed  part,  while  they  would  not 
grow  in  the  more  healthy  parts  of  the  lung. 

Dr.  Day  said  the  case  was  that  of  a  boy  of  five,  who  came 
into  hospital  in  January,  1902.  Ho  had  ordinary  diphtheria 
and  was  injected  with  4,000  units  before  admission.  About 
two  days  after  admission  he  got  symptoms  of  pneumonia,  which, 
however,  disappeared.  He  then  developed  great  foetor  of  the 
breath,  and  the  case  was  diagnosticated  as  gangrene. 

Dr.  Kirkpatrick  asked  Dr.  Little  if  he  had  formed  any 
opinion  as  to  the  cause  of  the  condition  in  his  case.  That 
primary  gangrene  of  the  lungs  should  start  in  a  healthy  man 
seemed  a  very  unusual  occurrence.     They  saw  it  occasionally 
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following  aspiration  in  pneumonia,   and  especially  in  patients 
who  were  anrosthetised. 

Dr.  Little,  in  reply,  said  they  found  no  evident  cause  of 
the  gangrene.  The  only  lesion  the  patient  had  was  diseased 
kidneys,  and  during  life  he  had  albuminous  urine.  Their  know- 
ledge of  the  condition  was  not  at  all  precise. 

Diverticula  of  the  Urinary  Bladder. 

Mr.  L.  G.  Gunn  exhibited  five  specimens  of  the  above.  The 
specimens  were,  he  said,  of  acqmred  diverticula.  Congenital 
diverticula  might  occur  in  a  very  young  bladder,  but  he  had 
never  seen  a  congenital  case.  Acquired  diverticula  commonly 
occurred  in  the  aged,  and  were  due  to  either  (a)  increased 
pressure ;  (6)  or  chronic  inflammation  of  the  bladder  wall ;  or 
(c)  diminished  blood  supply  occurring  from  arterial  sclerosis. 
As  to  how  diverticula  occurred,  they  went  through  three  stages  ; 
some  obstruction  took  place,  and  the  bladder  hypertrophied  in 
order  to  drive  the  urine  out.  With  the  increase  in  the  thickness 
of  the  muscle  covering  the  bladder  wall,  fasciculation  in  the  inner 
wall  occurs,  followed  by  a  certain  amount  of  atrophy  of  the 
muscle.  The  bladder  then  commenced  to  dilate  and  to  thin 
out  in  places.  Then  a  bulging  occurred  between  the  inner 
muscular  fibres,  and  the  mucous  membrane  protrudes,  and  so  a 
diverticulum  is  formed.  He  did  not  know  if  it  was  possible  to 
diagnosticate  the  condition  in  any  other  way  than  by  cystoscopic 
examination.  It  had  been  suggested  that  it  might  be  suspected 
if,  when  on  washing  out  a  bladder,  a  sudden  gush  of  foul  urine 
and  some  matter  followed  the  clear  return  flow  along  the  catheter. 
Were  diverticula  of  much  importance  clinically  ?  He  did  not 
think  they  were.  They  might  conceal  a  stone,  they  certainly 
prevented  efficient  washing  out,  and  tbey  were  a  source  of  danger 
of  rupture  in  flushing  a  bladder.  It  had,  however,  been  a  matter 
for  wonder  to  him  that  they  did  not  rupture  spontaneously. 
In  three  cases  of  bladder  rupture  which  he  had  seen,  there  were 
no  diverticula. 

Dr.  Stokes  said  ho  had  seen  a  case  whore  a  man  had  a  hernia 
which  oinptied  when  ho  micturated,  and  swelled  up  when  he  did 
not.  The  case  was  easily  diagnosticated  as  one  of  diverticulum. 
The  only  hope  of  curing  such  a  condition  was  to  excise  it. 
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Dr.  Gunn,  in  reply,  agreed  to  Dr.  Stokes's  opinion  as  to  the 
cure  of  diverticula,  but  tlie  operation  was  an  exceedingly 
dangerous  one,  as  they  were  dealing  with  a  bladder  which  probably 
had  a  poor  blood  supply  and  a  septic  interior. 


Friday,  March  20,  1908. 
Dr.  James  Little  in  the  Chair. 

A  Case  of  Perforation  of  the  (Esophagus. 

Dr.  Travers  Smith  exhibited  a  specimen  showing  perforation  of 
the  oesophagus.  The  patient  was  a  girl,  aged  eighteen,  who  was 
admitted  to  hospital  complaining  that  for  three  days  she  had  had 
a  sore  throat,  and  felt  very  ill.  Nothing  could  be  found  in  the 
throat,  except  that  the  anterior  parts  of  the  throat  were  all  red 
and  swollen.  There  was  a  slight  general  tumefaction  of  the  neck 
externally,  but  no  particular  enlargement  of  the  glands.  Tem- 
perature 104° ;  pulse  13  ;  respirations  about  35.  The  patient 
complained  of  a  little  pain  in  swallowing.  No  conclusion  was 
come  to,  except  that  she  had  some  microbic  toxfemia.  On  the 
day  after  admission  he  heard  that  she  had  swallowed  a  small 
piece  of  rasher  bone,  after  which  the  sore  throat  began.  On 
further  examination,  he  found  a  small  area  of  cutaneous  emphy- 
sema over  the  lower  margin  of  the  ribs  on  the  left  side,  and  came 
to  the  conclusion  that  she  had  probably  perforated  her  oesophagus 
with  the  piece  of  bone.  A  number  of  staphylococci  were  found 
in  the  blood,  the  emphysema  became  more  marked,  and  he  was 
able  to  make  out  some  left  pleurisy  and  a  slight  pericardial 
friction  rub.  They  considered  the  question  of  operation,  but 
there  was  no  indication  as  to  which  side  of  the  neck  it  should  be 
performed  on.  On  the  fourth  day  in  hospital  she  was  unconscious 
and  moribund.  Bleeding  and  an  injection  of  normal  saline 
solution  restored  consciousness,  but  the  effect  did  not  continue, 
and  she  died  quite  suddenly.  At  the  post-mortem  the  emphysema 
was  marked,  a  small  amount  of  pus  and  fibro-purulent  material 
was  found  in  the  left  pleural  cavity,  and  there  was,  perhaps, 
some  air  in  it ;  there  was  also  some  fibro-purulent  pericarditis, 
and  emphysema  in  the  abdominal  cavity  all  round  the  left  kidney. 
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In  tlie  oesophagus,  just  below  the  level  of  the  cricoid  cartilage, 
there  was  a  double  perforation,  one  hole  being  a  little  lower  than 
the  other.  Some  pus  around  the  holes  was  evidently  the  cause 
of  the  great  redness,  but  no  distinct  abscesses  had  formed.  There 
was  no  sign  of  a  bone  to  be  found  anywhere  ;  it  had  probably 
got  softened  and  made  its  way  downwards,  and  was  possibly 
subsequently  discharged. 

Cirrhosis  of  Liver. 

Dr.  G.  Peacocke  showed  a  specimen  of  cirrhosis  of  the  liver 
from  a  woman,  aged  forty-six,  who  had  always  lived  a  temperate 
life.  For  twelve  months  she  thought  she  had  been  getting 
stouter,  but  did  not  complain  of  illness  until  a  fortnight  before 
admission  to  hospital.  She  then  noticed  that  she  was  getting 
rapidly  more  swollen,  but  her  condition  did  not  interfere  with 
her  health.  When  he  saw  her  in  hospital  she  was  suffering  from 
extreme  respiratory  distress ;  her  abdomen  was  enormously 
distended  and  tense,  and  the  abdominal  wall  was  o?dematous  ; 
the  lungs,  too,  were  oedematous.  The  apex  beat  of  the  heart  was 
heard  in  the  third  space,  and  a  systolic  murmur  was  heard  over  it. 
The  urine  was  very  scanty,  high-coloured,  and  slightly  albuminous. 
The  distention  was  due  to  fluid,  which  had  come  on  with  great 
suddenness.  He  had  the  abdomen  opened  and  drained,  fourteen 
and  a  half  pints  of  fluid  being  measured,  apart  from  a  considerable 
amount  which  escaped.  Drainage  was  continued  for  forty-eight 
hours,  three  to  four  pints  being  measured  daily.  Her  condition 
was  never  satisfactory,  and  he  had  no  expectation  that  she  would 
do  well.  In  her  history  she  had  no  vomiting.  She  remained 
with  slight  elevation  of  temperature  for  a  few  days,  and  then 
became  duller,  finally  lapsing  into  coma  for  forty-eight  hours, 
and  then  dying.  The  liver  exhibited  was  cirrhotic.  The  surface 
was  nodular  and  extremely  hard,  and  a  microscopic  section 
showed  very  advanced  cirrhosis.  The  spleen,  also  exhibited, 
was  the  ordinary  enlarged  spleen  met  with  in  such  cases.  The 
case  was  interesting  from  the  fact  that  it  showed  that  the  intake 
of  alcohol  was  not  necessary  to  the  condition.  In  some  cases  the 
intake  of  alcohol  did  excite  the  condition,  but  it  was  not  the  only 
cause.  In  such  cases  of  atrophic  cirrhosis  of  the  liver,  where  very 
marked  ascites  came  on,  it  was  penernlly  a  trmiinnl  svmptom. 
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He  did  not  think  they  could  be  satisfied  with  the  explanation 
that  the  ascites  was  due  to  mere  obstruction  through  the  portal 
system  ;  it  might  be  somewhat  akin  to  the  marked,  oedema  in 
advanced  chronic  kidney  disease,  and  it  might  be  that  the  pro- 
duction of  ascites  in  those  cases  was  of  a  toxic  nature. 

Dr.  Dawson  said  the  contention  that  cirrhosis  of  the  liver  and 
alcohohsm  were  not  directly  related  was  borne  out  by  a  converse 
observation.  It  had  been  pointed  out  by  the  late  Dr.  Conolly 
Norman  and  by  Dr.  Mott,  of  the  London  County  Asylums, 
that  cirrhosis  was  a  rare  occurrence  in  asylum  post-mortems, 
although  a  large  proportion  of  the  cases  admitted  to  pauper 
asylums  were  alcoholic.  Dr.  Mott  explained  the  fact  by  saying 
that,  owing  to  weakness  of  the  nervous  system,  the  alcohol  acted 
on  it  before  it  had  time  to  act  on  the  liver.  Although  that 
explanation  did  not  appear  to  him  to  explain  the  fact,  the  fact 
itself  bore  out  what  Dr.  Peacocke  had  said  regarding  the  view 
which  was  gaining  ground — the  alcohol  was  not  the  direct  cause 
of  cirrhosis. 

Professor  O'Sullivan  said  his  experience  was  quite  in  accord- 
ance with  Dr.  Dawson's  remarks.  Within  the  last  week  he  had 
three  cirrhotic  livers  in  his  laboratory,  in  none  of  which  was 
there  the  slightest  suspicion  of  alcoholism. 

Dr.  Tr avers  Smith  cited  three  cases  of  cirrhosis  in  children, 
in  all  of  which  there  was  a  distinct  history  of  alcoholism.  In  a 
case  in  which  the  patient  declared  that  she  had  never  taken 
alcohol,  he  had  found  she  was  taking  a  "  quack"  medicine  which 
was  largely  whisky.  He  certainly  thought  that  alcohol  had 
something  to  do  with  the  condition. 

A  Form  of  Aortitis  associated  with  Sudden  Death. 
Professor  O'Sullivan  exhibited  a  specimen  showing  a  form 
of  aortitis  associated  with  sudden  death.  Some  years  ago  he  had 
received  the  heart  of  a  young  soldier  who  had  dropped  dead  on 
the  march.  He  was  apparently  perfectly  healthy.  The  appear- 
ance of  the  heart  struck  him  as  being  very  unusual,  and  he  observed 
that  immediately  above  the  commencement  of  the  aorta,  along 
the  line  of  the  valves,  there  was  an  abrupt  rise  in  the  surface  level, 
which  continued  for  about  an  inch  upwards  into  the  vessel,  and 
then  as  abruptly  descended  again,  forming  a  sort  of  table-land 
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across  the  vessel  a  quarter  of  an  inch  or  more  higher  than  the 
rest  of  the  surface.  The  left  coronary  artery  was  obstructed  by 
the  excrescence  of  the  surface,  which  he  took  to  be  the  cause  of 
death.  The  specimen  had  gone  astray,  but  he  was  able  to  exhibit 
a  similar  specimen  from  a  young  man  who  had  been  found  dead 
a  few  days  before  in  a  lavatory.  The  condition  of  the  heart  was 
almost  identical  to  the  other.  There  was  very  little  degeneration 
compared  with  an  ordinary  case  of  atheroma.  The  amount  of 
over-growth  of  the  inner  coat  of  the  vessel,  as  compared  the 
amount  of  degeneration,  was  enormous.  There  was  some  fatty 
degeneration  in  the  central  part  of  the  big  area.  The  orifice  of 
the  right  coronary  artery  was  practically  closed  ;  the  opening  of 
the  left  coronary  artery  was  also  reduced  to  small  dimensions. 
A  small  depressed  area,  about  an  inch  from  the  sinuses,  was 
stained  red,  and  found  to  have  undergone  a  different  degeneration 
from  atheroma.  Under  the  microscope  was  seen  a  great  rise 
in  the  inner  coat,  composed  of  a  reduplication  of  the  inner  tissue, 
but  in  the  middle  coat  the  elastic  tissue  was  cut  and  torn,  and 
split  by  masses  of  cell  infiltration  which  ran  along  the  course 
of  the  vasa  vasorum.  The  iiatural  conclusion  was  that  both 
cases  were  syphilitics,  although  there  was  no  direct  evidence. 
The  last  case,  however,  had  an  acute  gonorrhoea.  They  were 
accustomed  to  take  it  that,  in  the  conditions  shown,  a  very  slight 
amount  of  extra  exertion  was  sufficient  to  overstrain  and  produce 
sudden  death. 

Dr.  Travers  Smith  said  it  appeared  to  him  that  the  cases 
differed  more  in  degree  than  in  kind  from  ordinary  atheroma,  and 
he  thought  it  extremely  likely  that  syphilis  was  the  primary  cause 
of  the  change  in  the  middle  coat. 

Dr.  Little  said  that  anything  that  throw  light  on  the  cause 
of  death  in  cardiac  disease  was  most  important.  Ho  had  made 
post-mortems  on  a  great  many  people  who  died  of  cardiac  disease, 
and  in  some  cases  he  had  wondered  why  they  died,  while  in 
others  he  had  wondered  how  they  lived  so  long. 

The  Secretary  said  he  agreed  with  Dr.  Travers  Smith  that 
the  difference  between  the  condition  shown  and  ordinary  atheroma 
was  a  question  of  degree.  Atheroma  was  not  a  very  definite 
condition  ;  it  was  rather  the  sum  of  a  great  many  different  changes 
in  various  parts  of  a  vessel   wall  ;  and  he  saw  no  histological 
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differences  between  those  seen  in  the  specimen  and  those  seen  in 
atheroma. 

Surgical  Kidney. 

Dr.  Moorhead  exhibited  a  specimen  of  surgical  kidney  taken 
from  a  woman,  aged  forty-two.  Two  days  previous  to  admission 
to  hospital  she  had  suddenly  got  a  shivering  fit,  with  pain  in 
the  abdomen  and  vomiting.  He  found  distinct  crepitus  at  the 
base  of  the  left  lung,  and  rigidity  of  the  abdominal  wall,  which 
yielded  slowly  to  pressure.  Her  temperature,  appearance,  and 
respiration  became  typical  of  acute  pneumonia,  of  which  she 
developed  further  distinct  symptoms  later.  There  was  some  pus 
in  the  urine,  and  the  patient  suffered  from  frequency  of  micturi- 
tion, from  which  he  concluded  she  had  also  some  cystitis.  The 
dulness  in  the  left  lung  gradually  increased,  until  about  two- 
thirds  of  the  lower  lobe  had  become  consolidated.  Her  tempera- 
ture ran  up  to  104°  or  105°,  and  so  remained  for  a  fortnight. 
Her  strength  rapidly  diminished,  and  she  died.  Bacterial  examina- 
tion of  the  pus  in  the  urine  gave  Stafhylococcus  aureus,  and  the 
sputum  gave  a  pure  culture  of  the  same.  The  abdominal  organs 
were  all  found  to  be  healthy,  wath  the  exception  of  the  bladder  and 
kidneys.  The  former  showed  acute  cystitis,  and  the  left  Iddney 
was  enormously  large  and  studded  with  abscesses.  The  left 
ureter  was  extended  and  acutely  inflamed.  The  pus  from  the 
abscesses  gave  a  pure  culture  of  Staphylococcus  aureus.  The 
base  of  the  left  lung,  instead  of  showing  resolving  lobar  pneumonia, 
was  studded  with  small  abscesses,  and  showed  typical  septic 
broncho-pneumonia  ;  the  pus  of  the  abscesses  showed  the  same 
organism.  The  origin  of  the  trouble  was  the  bladder.  It  was 
the  first  instance  in  which  he  had  found  the  Staphylococcus 
aureus  producing  the  particular  group  of  symptoms. 

Dr.  Goulding  asked  if  there  was  any  evidence  of  endocarditis. 

Dr.   Moorhead  replied  that  the  thoracic  organs,   with   the 
exception  of  the  lung,  were  normal. 

Pycemic  Kidneys. 
Dr.  G.  Peacocke  exhibited  specimens  of  pyajmic  kidney  from  a 
man,  aged  sixty,  who  had  been  complaining  for  some  years  of 
what  was  called  kidney  disease.  Ho  was  in  apparently  good 
health  imtil  January  3,  when  he  noticed  his  urine  scanty,  and 
was  becoming  restless  at  night.     On  January  G  ho  became  dull 
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and  restless,  and  delirious  at  night,  and  on  January  11,  eight 
days  after  the  onset  of  serious  symptoms,  he  was  admitted  to 
hospital  unconscious.  He  died  a  few  hours  afterwards.  A 
small  quantity  of  urine  drawn  off  by  catheter  contained  pus  and 
albumen.  All  the  organs  were  found  to  be  healthy,  except  the 
kidneys  and  bladder,  which  had  red  spots,  and  showed  cystitis. 
The  kidneys  were  not  very  enlarged,  but  there  were  patches 
showing  evidence  of  the  septic  process. 

Professor  Scott  said  the  kidneys  were  smooth  and  fairly 
tense ;  somewhat  patchy  on  section.  Under  a  low  power  there  were 
great  granulations  lying  between  the  tubules  locally.  He  got  no 
organisms  in  staining  by  Gram's  method,  but  A\-ith  other  methods 
some  groups  of  micro-organisms  turned  up.  He  had  no  proof  as 
to  what  organism  they  were,  as  the  kidney  had  got  into  formalin 
before  he  could  make  cultures.  Nor  was  there  any  proof  as  to 
whether  the  cystitis  was  first  or  last. 

Infective  Mouse  Tumours. 

Dr.  Harvey  exhibited  specimens  of  infective  mouse  tumours 
obtained  originally  from  Dr.  Bashford,  of  the  Imperial  Cancer 
Research,  which  had  been  transplanted  for  five  or  six  generations, 
and  grew  successfully  in  40  to  60  per  cent,  of  the  mice  inoculated 
with  it.  The  tumour  was  found  normally  in  mice  ;  one  tumour 
would  be  sufficient  to  inoculate  100  mice.  The  transplantations 
were  generally  difficult,  and  it  took  some  time  for  the  tumour  to 
accustom  itself  to  the  new  race.  Dr.  Bashford  stated  that  when 
the  tumours  were  first  inoculated  they  generally  contained  a 
certain  amount  of  the  old  stroma,  which  degenerated  ;  then  the 
epithelial  elements  grew  and  formed  a  tumour  ;  but  the  stroma 
in  the  new  mouse  was  taken  from  the  mouse  itself.  The  appear- 
ances were  different  in  different  sections  of  the  same  tumour, 
and  varied  still  more  in  different  tumours.  He  had  worked 
entirely  with  one  tumour,  but  there  were  already  certain  altera- 
tions in  it.  The  tumours  showed  a  great  tendency  to  degenerate, 
and  even  in  parts  which  looked  fairly  normal  one  found  great 
frugnu'iitation  of  nuclei.  The  mammary  gland  seemed  to  be  a 
conmion  site  for  the  tumour  to  start  from  ;  some  formed  metastases 
but  he  had  not  found  any  himself.  In  one  case  a  tumour  worked 
its  way  through  the  ribs. 
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Professor  Scott  said  he  had  found  hereditary  tumours  in 
certain  strains  of  mice  which  grew  so  big  that  the  mice  died,  but 
they  looked  rather  like  a  sarcoma  than  an  epithelial '  tumour, 
and  they  never  showed  any  tendency  to  go  back. 

Professor  O'Sullivan  said  the  question  of  infiltration  was  a 
very  important  one.  Dr.  Harvey  had  got  a  tumour  which  went 
through  the  ribs,  and  it  looked  to  him  like  the  way  an  aneurysm 
would  work  through,  rather  than  a  carcinoma. 

Aneurysm  of  Aorta. 
Dr.  Peacocke  exhibited  a  specimen  of  aneurysm  of  the  aorta 
from  a  man  aged  forty.  He  had  noticed  last  summer  a  slight 
draw  in  his  breathing,  which,  however,  became  better  until 
colder  weather  set  in.  Early  in  December  he  became  very  breath- 
less, with  troublesome  cough,  and  he  was  admitted  to  hospital  in 
January.  The  chief  physical  signs  were  rather  those  of  a  pleural 
efEusion  than  of  an  aneurysm.  The  apex  beat  was  in  the  third  right 
intercostal  space.  No  tubercular  bacilli  were  found  in  the 
sputum.  An  X-ray  cxainination  showed  a  dark  shadow  over 
the  upper  part  of  the  chest  towards  the  left  side.  Examination 
of  the  larynx  was  impossible,  as  the  man  was  in  such  extreme 
distress.  He  grew  worse  and  worse,  and  died  suddenly  after  a 
severe  attack  of  dyspnoea.  At  the  post-mortem  they  discovered 
the  aneurysm,  with  an  unusually  large  clot  firmly  fixed  in  it,  as 
exhibited. 


Fridmj,  May  8,  1908. 

The  President  in  the  Chair. 

Hodghin's  Disease. 
Dr.  F.  C.  Purser  showed  the  organs  of  a  patient  who  had  been 
under  the  care  of  Dr.  Travcrs  Smith,  sufTering  from  Hodgkin's 
disease.  The  glandular  enlargement  had  been  general,  the 
tonsillar  enlargement  having  led  to  very  urgent  syniptoms.  The 
blood  count  had  shown  generally  2,500,000  red  cells  and  12.(XX)- 
21,000  white  cells,  with  a  high  percentage  (41-88)  of  lymphocytes. 
The  latest  count,  made  a  fortnight  before  death,  showed  12,500 
white  cells,  41  per  cent,  being  lymphoc}'tcs.     The  case  was  further 
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interesting  in  that  lie  was  first  seen  five  years  ago  vdih  typical 
primary  and  secondary  syphilitic  lesions,  and  there  was  a  most 
definite  history  of  the  same  symptoms  twenty-seven  years 
previously.  At  the  time  of  his  death  the  patient  was  fifty-three 
years  old.  The  pleural  cavities  and  abdomen  were  full  of  fluid. 
The  right  lung  was  partly  collapsed  ;  both  were  cedematous. 
The  pleurte  were  extensively  infiltrated  with  lymphoid  cells. 
There  was  no  infiltration  of  the  lung  parenchyma.  The  heart 
was  a  marked  example  of  brown  atrophy.  The  liver  on  the  surface 
was  almost  typical  of  atrophic  cirrhosis,  though  no  interstitial 
inflammation  could  be  detected  on  section.  The  nodules  on  the 
surface  were  composed  of  masses  of  lymphoid  cells,  which  also 
infiltrated  Glisson's  capsule  and  the  interlobular  capillaries. 
There  was  little  or  no  overgrowth  of  fibrous  tissue.  The  spleen 
was  described  as  three  times  its  normal  size  ;  it  was  soft,  but  not 
otherwise  remarkable.  Though  no  lymphatic  glands  had  been 
found  enlarged  in  the  thorax,  the  abdominal  aorta  was  sheathed 
several  layers  deep  in  lymphatic  glands,  which  had  lost  all  typical 
structure,  and  were  in  many  cases  welded  together  ;  into  some 
haemorrhage  had  occurred.  One  nearly  occluded  the  portal  vein, 
and  explained  the  ascites,  which  had  been  latterly  a  very  urgent 
symptom.     No  organ  had  undergone  fatty  or  amyloid  change. 

Dr.  Travers  Smith  said  the  case  was  interesting  as  that  of 
a  man  who  had  acquired  syphihs  on  two  occasions  with  an  interval 
of  twenty-seven  years.  There  was  more  evidence  than  Dr. 
Purser  had  mentioned  that  the  first  attack  was  genuine  syphilis, 
for  he  had  had  a  condition  of  partial  blindness  after  the  first 
attack,  which  Dr.  Joyce  considered  to  be  due  to  an  indubitable 
attack  of  previous  syphilis.  The  enlargement  of  his  tonsils  and 
retro-pharyngoal  adenoid  tissue  was  so  great  at  one  time  on  the 
last  occasion  that  it  led  almost  to  his  death  from  asphyxia. 
There  was  groat  enlargement  of  his  spleen  and  liver  on  his  last 
admission  to  hospital,  and  he  had  no  doubt  that  both  they  and 
the  superficial  glands  became  smaller  before  he  died,  though  he 
would  be  inclined  to  think  that  his  abdominal  glands  became 
larger.  He  inclined  to  the  diagnosis  of  Hodgkin's  disease,  rather 
tlian  lymphatic  leukfemia,  both  of  wliich  gradated  into  one 
another. 

Thk  Secretary  s.iid  it  was  difficult  to  understand  from  the 
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specimens  Tinder  the  microscope  how  there  was  only  a  normal 
number  of  leucocytes  or  lymphocytes  in  the  circulating  blood. 
All  the  sections  were  like  those  seen  in  lymphatic  leukaemia,  and 
many  of  them  were  markedly  infiltrated  with  white  cells.  The 
character  of  the  infiltration  in  the  liver  was  exactly  what  was 
seen  in  lymphatic  and  other  leuksemias,  and  was  fairly  uniform 
in  the  respect  that  all  the  portal  spaces  were  infiltrated  with  cells. 
The  kidney  was  also  infiltrated  fairly  generally,  not  perhaps  to 
such  a  profound  degree  as  one  saw  in  very  marked  cases.  He 
had  seen  cases  of  undoubted  Hodglrin's  disease  in  which  they  did 
not  get  similar  infiltration,  and  he  had  not  seen  any  in  which 
the  lymphatic  glands  themselves  were  so  like  lymphoid  tissue 
as  in  the  case  before  them. 

Dr.  Wigham  said  he  had  often  noticed  in  lymphatic  leukaemia 
that  the  smaller  the  vessels  the  more  lymphocytes  seemed  to  be 
got  in  them.  In  the  larger  vessels  a  large  proportion  of 
lymphocytes  would  be  fomid,  and  in  the  large  veijis  they  would 
often  find  that  the  blood  was  very  little  different  from  normal. 
It  was  quite  possible  that  in  a  case  which  was  not  very  severe 
they  might  find  plugs  in  the  capillaries,  and  the  blood  as  a  whole 
shomng  very  little  increase  of  lymphocytes.  It  seemed  to  him 
impossible  to  draw  a  distinction  between  the  two  diseases,  and  the 
case  might  be  one  of  lymphatic  leukaemia  with  practically  no 
leukaemia,  and  he  wondered  if  a  large  increase  of  lymphocytes  in 
the  blood  was  really  an  essential  sign  of  lymphatic  leukremia. 

Dr.  Stokes  enquired  as  to  what  was  the  actual  cause  of  death. 

The  President  recalled  a  case  of  Hodgkin's  disease  in  which 
exactly  the  same  thing  happened  as  in  Dr.  Purser's  case  as  regards 
the  subsiding  of  the  glands.  There  was  no  improvement  in  the 
patient's  general  condition,  and  he  got  progressively  weaker,  with 
uncontrollable  diarrhoea  and  passage  of  blood-stained  mucous, 
and  finally  he  succumbed.  He  had  seen  him  in  the  earlier  stages, 
and  there  was  no  material  increase  found  in  the  number  of  white 
blood-cells. 

Dr.  Purser,  in  reply,  said  the  most  marked  symptom  presented 
by  the  patient  was  dyspnoea.  The  lungs  were  everywhere 
oedematous,  and  there  was  considerable  fluid  in  the  pleural 
cavities.  There  was  marked  ascites,  and  the  niau  died  gradually, 
though  quickly.      The  two  diseases  seemed  to  be  the  same,  except 
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that  in  one  case  the  blood  helped  them  to  label  it  one  way  or  the 
other,  and  it  was  quite  conceivable  that  the  formation  of  lymphoid 
tissue  went  on  and  the  cells  did  not  escape  into  the  blood.  The 
blood  seemed  to  him  to  be  simply  a  channel  of  communication 
between  the  tissues,  and  was  not  responsible  for  the  number  of 
leucocytes  carried  round. 

Spinal  Abnormality. 
Dr.  Harvey  said  the  patient,  a  girl  of  seventeen,  came  to  Dr. 
Gunn's  dispensary  at  the  Adelaide  Hospital,  complaining  of  pain 
in  the  back  for  the  last  two  months.  She  was  engaged  in  collar- 
making,  and  the  pain  only  came  on  after  prolonged  stooping 
over  her  machine.  Her  father  had,  however,  noticed  some  three 
months  previously  that  she  held  her  right  shoulder  higher  than 
the  left.  Patient  herself,  however,  believed  that  she  had  never 
had  a  straight  back.  The  pain  complained  of  did  not  seem  to  be 
very  acute,  nor  did  ordinary  physical  methods  of  examination 
cause  any  distress.  The  case  appeared  to  be  an  ordinary  lateral 
curvature,  but  an  X-ray  taken  of  patient's  spine  showed  an 
irregularity  in  the  vertebral  bodies  which  led  him  to  make  the 
erroneous  diagnosis  of  caries  of  the  dorsal  vertebnc.  More 
careful  examination  of  the  negative,  however,  showed  that  there 
were  only  eleven  ribs  on  the  left  side,  and  that  the  left  side  of  the 
fourth  dorsal  vertebra  was  also  absent.  The  case  then  seems  to 
be  one  of  failure  to  develop  the  left  side  of  the  fourth  dorsal 
vertebra,  with  total  absence  of  the  corresponding  rib  on  the  same 
side. 

Professor  Dixon  said  the  specimen  described  was  one  of 
extreme  anatomical  interest  and  also  of  extreme  rarity.  The 
rarity  might  be  gauged  from  the  fact  that  whenever  the  condition 
was  alluded  to,  practically  always  the  same  two  cases  as  Dr. 
Harvey  quoted  were  mentioned.  -They  were  extremely  fortunate 
in  being  able  to  see  such  a  specimen. 

Pathological  Report  of  Rotunda  Hospital. 
Dr.  Rowlette  read  the  Pathological  Report  of  the  Rotunda 
Hospital   for  the  year   ending   31st   October,    1907.       See  page 
324,  anie. 

Ibjdro  neph  ros  is. 
Dr.  Gunn  rtad  a  short  paper  on  the  above,  and  c.xhibito<l 
several  specimens. 


SECTION    OF    STATE    MEDICINE. 


ALCOHOL  AND  MENTAL  DLSEASE. 

By  W.  R.  DAWSON,  M.D.,  F.R.C.P.I. : 

President  of  the  Section  of  State  Medicine  ; 
Medical  Superintendent,  Farnham  House,  Finglas,  Dublin. 

[Read  in  the  Section  of  State  Medicine,  February  14,  1908.] 

A  FORMER  distinguished  fellow  of  the  Royal  Academy  of 
Medicine  used  to  lay  it  down  as  an  aphorism  that  "  accurate 
knowledge  destroys  conversation.''  If  this  applies,  as  it 
certainly  does,  to  set  discussions  as  well,  there  is  no  probability 
that  the  subject  of  alcoholism  will  fail  to  afiord  fruitful 
opportunities  for  debate  for  a  long  time  to  come,  inasmuch 
as  one  of  its  most  marked  characteristics  is  uncertainty 
and  insufl&ciency  of  data — ^a  fact  which  in  no  way  militates 
against  a  tendency  to  very  positive  dogmatism.  This  un- 
certainty is  apparent  even  in  the  pharmacology  of  the  drug — 
for  instance,  it  is  not  yet  universally  admitted  whether  it 
should  rank  as  a  food  or  not,  and  even  the  physiological 
work  of  Kraepelin,  perhaps  the  most  thorough  and  scientific 
research  which  has  been  yet  carried  out  in  this  connection, 
may  not  improbably  have  to  be  reconsidered  in  some 
particulars.  And  when  we  come  to  statistics  the  difficulty 
of  arriving  at  any  well-grounded  conclusion  rapidly  increases. 
The  difficulty  referred  to  is  partly  no  doubt  due  to  the  fact 
that  very  few  bring  to  the  study  of  the  question  an  absolutely 
unbiased  mind,  the  influence  of  a  \vide-spread  monetary 
interest  and  the  desire  to  find  logical  grounds  for  a  pleasant 
habit,  on  the  one  side,  conspiring  with  an  indignant  intolerance 
on  the  other  of  an  agent  which  undoubtedly  is  the  occasion 
of  enormous  social  evil,  to  obscure  the  scientific  aspect  of  the 
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question.  But  apart  from  this  the  huge  bulk  of  the  statistical 
data  (which  if  not  conspicuously  accurate  are  at  least  ex- 
tensive), and  their  varying  value,  are  themselves  obstacles ; 
while  on  the  physiological  side  some  confusion  has  been 
caused  by  a  deficient  appreciation  of  two  important  con- 
siderations— viz.,  the  influence  of  individual  diathesis  and  the 
dissimilar  effects  of  doses  of  varying  magnitude.  In  the 
following  remarks  I  shall  endeavour  as  far  as  possible  to  deal 
with  the  subject  solely  from  the  scientific  point  of  view. 

Before  going  on  to  the  proper  matter  in  hand,  which  is  the 
extent  and  manner  of  the  connection  between  alcoholic 
indulgence  and  insanity,  it  may  be  well  to  say  a  few  words 
concerning  the  physiological  effect  of  alcohol.  And  first  with 
regard  to  small  doses.  Our  knowledge  of  the  action  of 
alcohol  on  the  nervous  functions  is  due  chiefly  to  the  work  of 
Kraepelin  and  his  pupils,  which  has  been  summarised  ^  some- 
what as  follows  : — Below  a  minimal  dose  (which  varies, 
however,  within  wide  limits  in  different  individuals  and 
perhaps  under  different  circumstances),  alcohol  does  not 
affect  psychic  processes.  When  a  somewhat  larger  quantity 
is  taken  the  most  constant  result  is  a  stimulation  of  psycho- 
motor function,  rendering  voluntary  movements  easier  and 
quicker  ;  and  in  some  subjects  this  may  be  the  only  perceptible 
effect  even  after  large  doses.  Ordinarily,  however,  this 
excitation  is  succeeded  by  depression  ;  but  in  some  instances 
there  may  be  no  appreciable  degree  of  subsequent  depres- 
sion if  the  doses  are  small.  This  increased  facility  of 
muscular  movement  is  felt  by  the  individual  as  a  sense  of 
increased  energy.  On  the  other  hand,  alcohol  acts  as  a 
depressant  on  sensory  functions,  beginning,  as  has  been  shown 
by  Bcvan  Lewis, 2  with  loss  of  muscular  sense  (which  may 
even  be  profoundly  affected  before  the  temperature  and 
tactile  senses  show  any  impairment),  and  involving  also  the 
special  senses — certainly  sight  and  licaring.     On  the  intellec- 
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tual  side  it  has  been  found  that  speed  and  accuracy  in  adding 
figures,  in  committing  numbers  to  memory,  and  in  the  logical 
association  of  ideas,  are  decreased  by  even  very  moderate 
doses,  while  the  subject  himself  believes  that  his  mental 
keenness  is  increased,  this  being  also  the  case  as  regards  the 
sensory  functions.  Mott,^  however,  states  that  Rivers  has 
recently  found  these  fatigue  effects  wanting  when  the  alcohol 
is  in  small  doses  and  "  disguised."  An  important  point  is 
that  the  sensory  and  intellectual  depression  lasts  a  long  time 
except  in  resistant  subjects,  probably  up  to  twenty-four  hours, 
so  that  if  the  dose  is  repeated  within  that  time  a  summation 
•of  the  depressant  effect  is  produced.  The  feeling  of  well-being 
is  due  to  the  dulling  of  disagreeable  impressions,  together 
with  the  stimulation  of  motor  and  secretory  activity,  and 
perhaps,  it  may  be  suggested,  the  flushing  of  the  cutaneous 
surface  and  lowering  of  the  general  blood-pressure.  From 
the  above  it  will  be  evident  that  alcohol  assists  for  the  time 
coarse  muscular  efforts,  but  that  its  effect  on  the  finer  and 
more  complicated  co-ordinations  and  on  intellectual  work  is, 
in  most  persons,  depressant  throughout.  The  other  effects 
of  small  doses  of  alcohol  are  less  germane  to  the  present 
subject,  but  as  regards  temperature  it  may  be  said  that 
Bevan  Lewis  *  has  found  that  small  doses  give  rise  to  con- 
traction of  arterioles  with  rise  of  blood-pressure,  and  a 
simultaneous  diminution  of  heat-production,  so  that  the 
temperature  falls  ;  this  stage  being  followed  after  a  varying 
period  by  conditions  exactly  the  opposite,  except  that  the 
temperature  now  remains  fairly  constant.  Lastly,  the 
effect  of  small  doses  of  alcohol  on  digestion  seems,  according 
to  the  balance  of  evidence,  to  be  on  the  whole  favourable, 
owing  to  its  stimulating  action  on  the  motor  and  secretory 
functions,  provided  that  the  dose  be  small  and  properly 
diluted,  and  that  it  be  taken  along  with  food.  Without 
going  further  into  the  subject,  it  may  be   broadly  stated 
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that,  given  a  normal  individual  under  appropriate  circum- 
stances, small  doses  of  alcohol,  properly  diluted,  and  taken 
with  food  not  too  frequently,  not  only  do  no  harm  but  do 
good  from  a  physiological  point  of  view. 

With  larger  doses,  however,  matters  are  entirely  different ; 
but  the  results  vary  according  to  the  modes  in  which  the 
alcohol  is  taken,  these  for  practical  purposes  being  two  in 
number — viz.,  more  moderate  doses  frequently  repeated 
and  a  large  quantity  taken  occasionally.  The  former  method 
is  the  rule  when  alcohol  is  taken  to  assist  muscular  hard  work, 
since  the  shortness  of  the  stimulation  necessitates  repeated 
doses,  and  this  constitutes  the  "  industrial  drinking  "  which 
has  been  so  ably  treated  by  Dr.  Sullivan  in  an  essay  which  is 
a  model  of  the  clear  thought  and  careful  study  often  so  con- 
spicuously wanting  in  pronouncements  on  this  subject.^ 

The  other  mode,  which  we  shall  consider  first — that,  namely, 
of  large  occasional  doses— is  called  by  him  "convivial  drinking," 
and  produces  quite  different  and  far  less  serious  effects.  The 
immediate  result  is,  of  course,  drunkenness,  and  the  study 
of  a  fit  of  drunkenness  is  interesting  not  only  as  affording, 
in  the  words  of  Maudsley,  "  an  abstract  and  brief  chronicle 
of  insanity,"  but  also  as  indicating  the  direction  likely  to  be 
taken  by  the  progressive  degradations  of  chronic  alcoholism. 
In  both  it  is  possible  to  trace  the  successive  impairment  of 
Hughlings  Jackson's  levels  of  nerve-structure  and  function 
in  the  reverse  order  of  their  devclopmont,  bcgiiiiiiiig  with  the 
moral  and  intellectual  qualities  of  latest  acquirement,  and 
ending,  when  the  poisoning  is  pushed  to  a  fatal  issue,  with 
failure  of  the  merely  vital  functions.  In  drunkenness,  to 
quote  Maudsley^  again,  we  have  "  first,  a  brisk  flow  of  ideas, 
inlhuned  emotions,  excited  talk  and  action,  aggressive  address, 
unusual  self-confidence — a  condition  of  stimulated  energy 
with  weakened  self-control  .  .  .  ;  next,  as  in  insanity, 
sensory  and  motor  troubles,  inrolioront  ideas  and  convcrsa- 
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tion,  and  unreasoning  passion  which,  according  to  the  person's 
temperament,  is  expansive,  quarrelsome,  melancholic,  or 
maudlin,  and  which  may  sometimes,  as  in  insanity  o^vning 
one  cause,  go  through  these  stages  in  succession  in  the  same 
individual ;  lastly,  a  state  of  stupidity  or  stupor  which  might 
be  called  and  is  essentially  a  temporary  dementia."  The 
temperamental  variation  of  the  symptoms  above  referred  to 
is  a  point  upon  which  stress  must  be  laid.  It  is  greatly 
exaggerated,  and  ailects  every  stage  of  inebriety,  when  we 
are  dealing,  not  with  normal  persons,  but  with  those  showing 
different  degrees  of  the  neuropathic  diathesis.  The  facts 
have  been  well  summed  as  follows  :— "  Of  half-a-dozen  persons 
to  whom  the  same  dose  of  alcohol  was  administered  over  the 
same  time,  one  would  show  no  result  at  all  except,  perhaps, 
in  a  Uttle  brightening  of  the  intellect  and  loosening  of  the 
tongue  ;  another  would  be  thick  of  speech,  reeling  in  gait, 
and  confused  in  mind  ;  a  third  would  be  hilarious  and  jovial, 
and  would  become  on  back-slapping  and  rib-punching  terms 
with  mere  strangers  ;  a  fourth  would  become  vainglorious 
and  boastful,  a  shameless  braggart ;  a  fifth  would  become 
quarrelsome  ;  a  sixth  maudlin,  and  yet  a  seventh  would 
become  acutely  maniacal,  tearing  up  his  clothes,  smashing  the 
furniture,  and  running  amok.'" '  It  might  be  added  that  some 
cases  develop  a  curious  condition  of  prolonged  dream- con- 
sciousness, and  may  while  in  that  state  commit  crimes  and 
go  through  complicated  actions  of  which  no  memory  is 
retained,  the  condition,  indeed,  resembling  certain  post- 
epileptic states,  to  which  it  is  probably  akin.*^  The  two  last 
described  manifestations  could,  of  course,  occur  only  in  persons 
whose  nervous  systems  were  highly  abnormal  as  the  result  of 
congenital  or  acquired  weakness  ;  but  the  remainder,  except 
the  first,  also  indicate  a  greater  or  less  degree  of  susceptibility 
to  the  drug. 

When  alcohol  is  taken  in  smaller  doses,  but  more  con- 
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tinuously,  the  same  order  of  degradation  is  observed,  its 
degree  and  rapidity  here  also  depending  on  the  resisting 
power  of  the  individual  brain.  At  best  such  persons  become 
"  coarser  in  the  grain/'  as  they  lose  the  altruistic  develop- 
ments of  the  higher  level,  and  almost  invariably  they  show 
a  disingenuousness,  a  meanness,  and  sometimes  an  ill-nature, 
which  were  once  far  from  their  character.  Egotism  and 
bragging  are  common,  and  later,  tendencies  to  grosser  mis- 
deeds, more  especially  of  a  sexual  Icind,  and  suicidal 
impulses  may  show  themselves.  In  the  intellectual  sphere, 
failure  of  memory  for  recent  events  is  a  prominent  symptom. 
Will-power  is  early  and  progressively  aifected,  both  in  the 
direction  of  action  and  of  inhibition,  and  it  is  this  last  which 
makes  the  reclamation  of  the  chronic  alcoholist  so  difficult. 
As  time  goes  on,  with  deeper  dissolution  in  the  intellectual 
and  moral  spheres,  we  have  motor  impairments,  such  as 
tremors  beginning  in  the  hands,  loss  of  fine  skilled  movements 
as  well  as  other  defects  of  co-ordination,  and  reduction  of 
actual  muscular  power  ;  perverted  sensations,  such  as  flashes 
of  light  and  cobwebs  before  the  eyes,  booming,  whistling, 
buzzing,  and  like  auditory  phenomena,  "pins  and  needles" 
sensations  in  the  skin,  and  so  on  ;  and  lastly,  there  are 
nutritional  changes — faulty  healing  of  wounds,  susceptibility 
to  the  action  of  bacteria,  obesity  or  emaciation,  weak  action 
of  the  heart  or  even  syncope.  Needless  to  say,  the  depth  of 
the  degradation  and  the  amount  of  alcohol  needed  to  produce 
it  depend  to  a  large  extent  on  the  individual  nervous  system, 
and  also,  though  probably  to  a  less  degree,  upon  collateral 
circumstances  such  as  poverty,  nature  of  work,  and  the  like. 
It  is  obvious  that  a  ])erson  affected  as  I  have  described 
is  far  from  po-ssessing  a  normal  mind,  and  given  a  faulty 
diathesis  and  unhealthy  surroundings  this  mental  abnormality 
is  certain  sooner  or  lalt-r  to  (icvcloj)  into  technical  insanity. 
Mott,  indeed,  is   inclined   to  think   that  alcohol   alone  is  not 
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oapable  of  developing  insanity  in  a  person  with  an  originally 
normal  nervous  system,  but  as  probably  no  cause  of  insanity 
acts  alone,  this  I  must  confess  seems  to  me  little  better  than 
a  truism,  and  it  also  apparently  assumes  a  hard-and-fast  line 
of  demarcation  between  the  certified  case  in  an  asylum  and 
the  confirmed  alcoholic  wTeck  outside  which  assuredly  does 
not  exist.  (Dr.  Branthwaite^  has  insisted  more  than  once 
in  his  reports  upon  the  similarity  between  the  mental  states 
of  reformatory  inebriates  and  asylum  inmates.)  There  can 
be  no  doubt  that  a  very  large  number  of  alcoholics  who  are 
either  insane  or  on  the  borderline  of  insanity  never  enter  the 
asylums  at  all,  but  sooner  or  later  gravitate  to  the  workhouse, 
probably  after  a  larger  or  smaller  number  of  residences  in  the 
gaols.  Even  of  the  actual  insane  all  do  not  reach  the  asylums, 
cases  of  delirium  tremens,  and  also,  as  Mott  found  in  London, 
of  KorsakoflP's  so-called  polyneuritic  psychosis,  being  fre- 
-quently  treated  in  general  hospitals.  Of  all  these  cases  no 
statistics  are  available,  and,  therefore,  it  is  at  present  useless 
to  attempt  any  complete  estimate  of  the  causal  relation 
between  alcohol  and  mental  disease.  All  that  can  be  done 
is  to  endeavour  to  trace  the  prevalence  of  this  factor  amongst 
the  certified  cases  of  insanity. 

For  this  purpose  we  have  in  the  first  place  the  statistics 
furnished  by  the  reports  of  the  Lunacy  Commissioners  and 
Inspectors.  The  English  Commissioners  state  i°  that  alco- 
holic excess  was  the  assigned  cause  of  insanity  in  22.1  per 
cent,  of  the  male  paupers  and  8.9  per  cent,  of  the  female 
paupers  forming  the  average  admissions  in  England  and  Wales 
for  the  five  years  1901-1905.  A  supplement  to  the  Fifty- 
fourth  Report  of  the  Irish  Inspectors  of  Lunatics  asserts  ^^  that 
for  the  ten  years  1894-1903  alcohol  accounted  on  the  average 
for  15  per  cent,  of  the  total  admissions,  being  tlms  the  higliest 
causative  factor  with  the  exception  of  heredity.  In  a  caI- 
"Culation  made  from  the  Inspectors'  annual  reports  for  the 
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five  years  1902-6,  however,  tlie  average  alcoholic  admissions 
to  the  Irish  district  asylums  amount  to  only  about  10  per  cent., 
and  in  the  year  1904  fell  as  low  as  7.9  per  cent.  : — 

Table '^  showhuj  proportion  returned  as  due  to  Alcohol  of  cases 
admitted  to  Irish  District  Asylums  during  Jice  years 
ending  December  31,  1906  : — 


Total  Patients 

admitted  to  District 

Asylums 

Cases  of  Insanity 

returned  as  due 

to  Alcohol 

Percentage  of 
total  District 
Asylum   Admis- 
sions returned  as 
due  to  Alcohol 

Year 

M. 

F. 

T. 

M. 

F. 

T 

51.     1    F.         T. 

1 
1 

1902 

2,156 

1,791 

3,947 

326 

88 

414 

15.1 

4.9 

10.4 

1903 

2,140 

1,810 

3,950 

319 

94 

413 

14.9 

4.9 

10.4 

1904 

2,117 

1,793 

3,910 

235 

75 

310 

11.1 

4.1 

7.9 

1905 

2,087 

1,685 

3,772 

340 

79 

419 

16.2 

4.9 

111 

1906 

1.930 

1,588 

3,524 

273 
1,493 

64 
400 

337 
1,893 

14.1 

4.0 

9-5 

Total 

10,430 

8,607 

19,103 

14.3 

4.6 

9-90 

As  regards  the  proportion  of  cases  actually  under  detention, 
Dr.  Robert  Jones'  authority  is  quoted  ^-  for  the  estimate  that  of 
116,000  cases  in  the  English  asylums  in  1904,  17,000,  or  nearly 
15  per  cent.,  probably  owed  their  illness  directly  or  indirectly 
to  drink.  Dr.  Clouston's  ^^  estimate  is  15  to  20  percent,  of 
cases  wholly  or  in  part  due  to  alcohol,  and  this  certainly 
seems  to  be  the  consensus  of  ordinary  opinion  on  the  question. 
The  accuracy  of  this  proportion  has  recently,  however,  been 
called  in  question,  and  with  good  reason.  Dr.  Mott  has 
analysed"  the  statistical  returns  of  eight  London  County 
•  Kindly  oompil(«(l  at  my  request  by  my  nsaistant,  Dr.  F.  Soj'mour. 
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Asylums  for  fourteen  years,  and  finds  the  most  extraordinary 
differences  between  the  numbers  of  alcoholic  cases  not  only 
in  the  different  asylums  for  one  year,  but  in  the  same  asylums 
for  different  years,  a  difference  which  amounts  to  as  much  as 
11.2  per  cent,  and  25. G  per  cent,  in  two  asylums  in  one  year, 
and  9.-5  per  cent,  and  29.3  per  cent,  in  the  same  asylum  in 
different  years.     I  have  just  referred  to  the  differences  in  the 
Irish  asylum  returns  for  the  last  five  years,  the  proportion 
varying  from  7.9  to  11.1  per  cent.     These  discrepancies  can 
only  be  due  to  the  operation  of  the  personal  equation.     Every 
individual  differs  in  his  estimate  of  what  constitutes  alcoholic 
insanity,   what  constitutes  intemperance,   and  what  is  the 
relative  weight  to  be  ascribed  to  the  different  causal  factors 
in  any  particular  case,  so  that  it  seems  quite  hopeless  to  secure 
statistical  uniformity.     Furthermore,  there  is  much  difficulty 
in  ascertaining  the  facts  concerning  the  previous  history  of 
the  insane.     One  is  dependent  on  the  accuracy  of  relatives, 
who  are  certain  to  seize  upon  an  outstanding  fact  like  intem- 
perance   which    may    thus    overshadow    and    obscure    less 
prominent  but  more  real  causes  of  insanity.      This  is  the 
more  likely  to  happen  since  intemperance  is  commonly  regarded 
as  a  venial  failing,  and  as  one  moreover  which  affects  the 
individual  only  and  does  not  imply  any  hereditary  taint  in  the 
family.     Another  source   of  fallacy  of  great  importance  is 
the  difficulty  which  exists  in  distinguishing  cause  from  effect, 
a  point  upon  which  stress  is  laid  in  the  Supplement  to  the 
Report  of  the  Irish  Inspectors  referred  to  above.     A  craving 
for  alcohol  is  a  very  common  early  symptom  of  insanity, 
when  a  patient  feels  depressed  and  weak  and  "  all  ^^Tong ;  " 
and  as  no  signs  of  the  approaching  mental  storm  appreciable 
by  ordinary  folk  may  have  been  present  prior  to  a  few  drunken 
bouts,  what  more  natural  than  that  these  should  be  con- 
sidered the  cause  of  the  illness — which,  indeed,  they  may 
possibly  have  precipitated,  as  the  effect  of  alcohol  upon  an 
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already  morbid  brain-tissue  would  be  likely  to  be  unduly 
strong  ?  In  this  respect,  as  in  others,  there  seem,  therefore^ 
to  be  at  present  almost  insuperable  difficulties  in  the  way  of 
accuracy ;  and  it  is  clear  that  the  causes  of  fallacy  are  such  as 
would  operate  in  the  direction  of  unduly  heightening  our 
estimate  of  the  influence  of  alcohol.  That  even  the  un- 
doubted prevalence  of  an  antecedent  does  not  estabhsh  a 
propter  hoc  is,  moreover,  forcibly  brought  out  by  the  fact 
mentioned  by  Sunivan,!^  ^\^g^^  in  the  inquiry  conducted  by 
the  American  Committee  of  Fifty,  and  also  in  one  by  the 
Massachusetts  Labour  Bureau,  it  was  found  that  total 
abstinence  was  a  much  more  frequent  forerunner  of  insanity 
than  intemperance ! 

Two  other  considerations  tend  in  the  same  direction.  It 
has  been  conclusively  shown  by  SuUivan^*'  that  the  regional 
distribution  of  insanity  does  not  correspond  very  closely 
with  either  that  of  alcohohsm  or  that  of  drunkenness.  "  Thus 
Lancashire,  Warwick,  and  Cheshire,  which  rank  very  high 
in  the  scale  of  alcoholism,  and  the  mining  counties  " — such 
as  Durham — "  where  drunkenness  is  most  rife — are  aUke  in 
showing  very  low  rates  of  insanity,"  the  divergence  being 
greater  in  the  case  of  the  latter  than  of  the  former.  This 
is  also  brought  out  by  the  English  Commissioners,^^  in  their 
Fifty-ninth  Annual  Report,  in  which  maps  are  inserted  showing 
the  regional  prevalence  of  insanity  and  drunkenness  in  England 
and  Wales.  These  observations  have  been  supplemented  by 
Bevan  Levvis,^'*  who  found  that  agricultural  communities, 
which  are  the  least  inebriate,  have  at  the  same  time  the 
highest  ratio  of  pauperism  and  insanity,  while  maritime, 
mining,  and  manufacturing  communities,  which  are  the  most 
inebriate,  have  tlie  lowest  pauper  and  insane  ratios.  From 
all  these  considerations  it  becomes  clear  that  in  this  country 
"  the  proportion  of  cases  of  certified  insanity  in  which 
alcoliolisni  is  the  essential  cause  of  the  disease  "  is  considerably 
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smaller  than  the  official  statistics  would  seem  to  show,  and 
Sullivan  considers  that  it  may  possibly  be  something  under 
10  per  cent.  In  this  he  is  supported  by  Mott,  while  Professor 
Hurd,  of  Baltimore/^  recently  stated  that  as  the  result  of  an 
inquiry  made  by  him  some  years  ago  in  a  large  institution 
it  was  found  that  alcohol  could  be  assigned  as  a  cause  only 
in  between  5  and  10  per  cent,  of  the  cases.  It  may  be  pointed 
out  that  these  figures  are  in  agreement  with  the  Irish  official 
statistics  for  the  last  five  years. 

To  prevent  misapprehension,  however,  it  is  well  to  insist 
again  on  the  fact  that  these  statements  refer  only  to  cases 
of  certified  insanity,  which  in  all  probability  constitute  the 
smaller  part  of  the  mental  disease  due  to  alcohol.  "  Cases 
of  delirium  tremens,  for  instance,  are  treated  in  hospitals  or 
other  institutions  ;  alcoholic  dements  drift  very  generally 
into  the  vagrant  class  or  into  the  floating  population  of  the 
prisons  and  workhouses  "  (Sullivan).  Dr.  Branthwaite  states  ^o 
that  upwards  of  62  per  cent,  of  the  persons  committed  to 
reformatories  (for  inebriates)  are  found  to  be  insane  or  defective 
in  varying  degree ;  and  even  if  the  majority  of  these  are  persons 
whose  alcohoKsm  is  a  symptom  and  not  a  cause,  such  a  pro- 
portion points  to  the  probability  of  large  numbers  of  alcoholic 
insane  outside  of  asylums.  Furthermore,  the  above  figures 
take  no  account  of  the  numerous  cases  in  which  alcohol, 
though  not  the  essential,  was  a  more  or  less  important  con- 
tributory cause  ;  and  that  it  is  such  is  certain  from  the  fact 
that  persons  suffering  from  any  degree  of  hereditary  nervous 
disabihty  are  very  susceptible  to  the  action  of  alcohol,  even 
in  small  doses.  Dr.  Branthwaite,  for  instance,  gives  it  as  his 
experienced^  that  a  marked  intolerance  of  alcohol  exists  in 
the  defective  inmates  of  inebriate  reformatories.  "  very 
small  quantities  of  drink,  no  more  than  is  taken  daily  Antliout 
apparent  physiological  effect  by  an  ordinary  individual, 
being  sufficient  to  cause  disorderly  and  violent  behaviour," 
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and  even  thinks  that  "  intolerance  to  the  exciting  effects  of  small 
quantities  of  alcohol  may  be  considered  a  fairly  certain  sign 
of  impaired  mental  equilibrium."  Mott  ^'^  states  that  in  the 
histories  of  patients  suffering  from  insanity  as  the  result 
of  intemperance  he  frequently  finds  "  potential  insanity, 
chronic  alcohohsm  in  one  or  both  parents,  inherent  instabiUty 
in  the  form  of  neuropathies,  imbecility,  criminal  degeneracy, 
epilepsy,  and  intolerance  of  alcohol  as  manifested  by  previous 
admissions,  when  they  were  termed  recurrent  mania,  recurrent 
melancholia,  sometimes  head-injury,  brain  disease,  and  not 
infrequently  incipient  general  paralysis."  He  divides  the 
asylum  cases  into  two  classes — one,  the  larger,  composed  of 
persons  with  a  locus  minoris  resistetiticB  in  the  nervous  system, 
producing  intolerance  to  alcohol ;  and  a  second  "  in  which 
chronic  alcohohsm,  usually  in  conjunction  with  some  other 
factor  such  as  syphihs,  tuberculosis,  microbial  toxaemia, 
arterio-sclerosis,  head-injury,  or  organic  brain-disease,  in- 
duces sooner  or  later  deUrium  tremens,  polyneuritic  psychosis, 
or  alcoholic  hallucinosis."  Lastly,  not  umiecessarily  to  labour 
the  point,  Sullivan^^  ranges  the  predisposing  brain- disorders 
in  the  following  order  of  approximate  numerical  importance — 
viz.,  congenital  defect,  usually  connected  ^vith  an  insane  or 
alcoholic  parentage  ;  epilepsy  ;  injuries  to  the  head  ;  ante- 
cedent insanity  ;  and,  in  a  lesser  degree,  syjjhilis  and  certain 
other  infectious  diseases. 

In  connection  mth  this  part  of  the  subject,  a  few  words 
may  be  said  here  as  to  the  effects  of  parental  alcoholism  ;  and 
first  it  is  well  to  point  out  definitely  that  the  doctrine  of 
Weismann  as  to  the  intransmissibiiity  of  acquired  characters 
has  nothing  to  do  with  the  question,  because  the  effects  of 
parental  alcoholism  are  no  transmitted  characters,  but  the 
expression  of  the  deleterious  action  of  the  alcohol,  directly 
and  indirectly,  upon  the  germs  from  which  the  off.spring  is 
developed.     That    poisons   circulating    in    the  blood   of    the 
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parents  causes  them  to  produce  abnormal  offspring  has  been 
shown  experimentally  in  dogs  and  fowl,  and  the  case  as  regards 
human  beings  is  quite  as  clear,  the  nervous  effects  varying 
in  degree  from  slight  mental  instability  to  the  deepest  idiocy. 
Thus  in  one  series  of  observations  parental  alcohohsm  was 
found  in  the  father  in  471  cases,  in  the  mother  in  84,  and  in 
both  in  65  out  of  1,000,  while  in  another  series  it  was  present 
in  4r6.5  per  cent,  of  150  idiots  and  imbeciles.  No  doubt  in 
some  of  these  cases  the  alcoholism  and  the  idiocy  were  alike 
indications  of  a  transmitted  neuropathy,  but  such  statistics 
at  all  events  tend  to  show  the  direction  of  alcoholic  influence, 
and  there  are  other  facts  not  open  to  this  objection,  such 
as  Galton's  case  of  a  man  who,  after  begetting  several  normal 
children,  became  a  drunkard  and  had  imbecile  offspring, 
and  the  case  of  a  woman  who  had  five  sickly  children  by  a 
drunken  husband,  and  then  in  a  second  marriage  with  a 
healthy  man  bore  normal  and  vigorous  children.  Again 
it  was  found  that  in  10  sober  famihes,  out  of  61  children  50 
survived  infancy,  and  were  normal,  whereas  in  10  where  one 
or  both  parents  were  alcoholic,  out  of  56  children  only  9  sur- 
viving infancy  were  normal.  With  these  striking  figures,  which 
are  quoted  by  Sullivan,^^  I  shall  leave  this  part  of  the  subject. 

As  regards  the  form  of  administration  of  the  alcohol,  we 
need  only  say  that  chronic  intoxication,  not  necessarily 
chronic  drunkenness,  produces  an  infinitely  worse  effect  upon 
the  nervous  system  than  occasional  bouts  of  severer  intoxica- 
tion, and  that  it  is  probable  that  worse  results  are  due  to 
impure  spirits  than  to  the  better  class  of  alcoholic  d'inks 
containing  mainly  ethyl  alcohol. 

Into  the  forms  of  insanity  produced  by  alcohol  I  do  not 
propose  to  go  at  any  length.  Some  of  them  differ  in  no 
essential  particular  from  insanity  due  to  other  causes,  but 
in  others  certain  symptoms  are  present  which  of  themselves 
would  suggest  alcohol,  notably  a  tendency  to  impulsive  action, 

2a 
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a  suspicious  habit  of  roind  passing  into  delusion,  and,  especially 
in  the  more  acute  forms,  the  combination  of  mental  con- 
fusion with  hallucination  which  is  more  or  less  characteristic 
of  toxic  states  in  general.  A  very  marked  peculiarity  of  the 
chronic  cases  is  the  loss  of  memory  for  recent  events,  which, 
however,  is  shared  with  senile  dementia.  Alcoholics,  however, 
have  a  most  characteristic  habit  of  supplying  the  place  of 
memory  by  relating  purely  fictitious  occurrences  in  good  faith , 
and  with  a  full  behef  in  them,  a  pecuUarity  to  which  has  been 
assigned  the  barbarous  name  "  confabulation." 

The  forms  of  insanity  of  most  purely  alcohoUc  origin  are, 
as  has  been  pointed  out  by  Mott,  delirium  tremens,  Korsakoff's 
psychosis,  and  hallucinatory — confusional  insanity,  to  which 
might  be  added  some  of  the  lesser  degrees  of  alcohoHc 
dementia.  All  these  may  occur  in  persons  of  sound  nervous 
heredity,  but  it  is  exceedingly  doubtful  whether  even  in 
them  alcohol  is  the  sole  cause,  as  it  may  be  assisted,  here  as 
in  other  forms,  by  secondary  infections  from  the  digestive 
system  due  to  the  lesions  produced  by  the  drug  in  the  mucous 
membrane.  The  first  of  these,  delirium  tremens,  is  really 
on  the  mental  side  an  exceedingly  acute  condition  of  hallu- 
cinatory confusion,  the  symptoms  of  which  are  so  well  kno\m 
that  they  need  not  detain  us  further.  It  is  more  commonly 
met  with  in  the  male  sex,  whereas  Korsakoff's  psychosis  is  more 
prevalent  in  females.  The  latter  is  supposed  to  be  associated 
with  polyneuritis,  but  is  said  to  occur  in  certain  intoxica- 
tions without  it,  and  may  be  due  to  other  causes  than  alcohol. 
It  is  somewhat  like  a  more  prolonged  and  less  acute  delirium 
tremens,  spread  over  months  instead  of  days,  and  is 
charactorised  by  confiusion  and  restlessness,  with  visual  hal- 
lucinations, and  loss  of  memory  especially  for  time,  combined 
with  the  above-mentioned  tendency  to  fabricate  occurrences, 
and  emotionally  with  anxiety  followed  by  irritability.  It  seems 
somewhat  doubtful  whether  the  polyneuritis  has  really  any- 
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thing  to  do  with  the  psychosis ;  and  if  not  it  may  simply  be 
taken  as  a  variety  of  hallucinatory  confusion,  which  shows 
something  of  the  same  symptoms  without  the  neuritis,  and 
perhaps  with  a  greater  development  of  hallucination.  The 
dementia  is  much  the  same  in  character  as  that  in  the 
neuropathic  cases. 

In  persons  whose  nervous  system  is  abnormal,  whether 
owing  to  congenital  defect  or  acquired  impairment,  alcohol 
produces  a  very  strong  effect  characterised  by  "  a  marked 
predominance  of  those  symptoms  that  are  due  to  interference 
with  the  higher  mental  functions,  while  the  affection  of  the 
lower  brain  centres  and  of  the  spinal  cord  is  relatively  in- 
appreciable "  (Sullivan).  And  here  we  may  note  that  the 
comparative  immunity  of  the  lower  nervous  centres  is  not  the 
only  peculiarity  of  the  kind,  as  the  curious  fact  has  been 
noticed  by  Conolly  Norman,  Mott,  White,  and  others  that 
alcoholic  cirrhosis  of  the  liver  in  any  gross  form  is  one  of  the 
rarest  of  occurrences  in  asylum  post-niortem  rooms,  a  circum- 
stance which  may  be  partly  explained,  as  Mott  says,  by  the 
theory  that  the  predisposed  nerve-tissues  go  under  before 
there  has  been  time  for  the  other  and  sturdier  structures  to  be 
affected.  Perhaps  the  most  markedly  degenerative  of  the 
alcoholic  psychoses  is  delirium  ebriosum  or  mania  a  potu, 
a  furious  condition  of  wild  maniacal  excitement  occurring 
chiefly  in  young  persons  after  moderate  doses  of  liquor,  and 
far  outlasting  the  immediate  effects  of  the  drug,  its  pecuU- 
arity,  in  addition  to  the  violence,  being  the  subsequent  total 
oblivion  of  all  that  occurred.  The  resemblance  to  certain 
epileptic  states  is  obvious,  and  there  is  a  similar  resemblance 
in  a  peculiar  trance  condition  alluded  to  before,  which  may 
take  origin  similarly  to  the  mania,  but  without  excitement. 
Less  uncommon  is  the  chronic  alcoholic  insanity,  which  may 
take  the  form  of  melancholia  with  morbid  suspicions  and 
fears,  hallucinations  now  generally  of  hearing,  and  delusions 
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usually  of  suspicion  or  persecution,  and  often  connected  with 
the  digestive  organs;  these  may  be  so  prominent  that  the 
condition  is  sometimes  described  as  alcohoUc  paranoia.  In 
other  cases  there  may  be  more  excitement,  and  the  delusions 
may  take  a  more  cheerful  tone,  such  forms  being  designated 
alcoholic  mania,  and  somewhat  resembling  general  paralysis. 
But  the  characteristic  alcoholic  symptoms  are  usually 
present  in  all  to  a  greater  or  less  degree.  In  the 
alcoholic  dementia,  as  indeed  in  the  other  more  chronic 
forms  of  alcoholic  psychosis  which  imperceptibly  merge 
into  the  dementia,  the  mental  symptoms  are  due  to 
permanent  degeneration  of  structure,  not  directly  to  al- 
cohol, and  somewhat  resemble,  as  indeed  do  the  patho- 
logical findings,  what  is  met  with  in  senile  dementia.  The 
marked  symptom  is,  of  course,  loss  of  all  recent  memory, 
with  the  usual  fabrication,  general  mental  and  bodily  weak- 
ness, delusions,  and  hallucinations,  the  latter  in  part  due 
to  reduction  and  perversion  of  sensation.  In  some  cases  the 
delusions  are  grandiose,  and  the  condition  may  bear  a  resem- 
blance to  general  paralysis.  Last  we  have  a  condition,  much 
rarer  than  is  supposed,  of  the  recurring  crave  for  alcohol 
which  is  known  as  dipsomania,  which  in  its  true  form  is  an 
intensely  neuropathic  disease.  After  long  periods  of  sobriety 
the  victims  are  seized  with  misery  and  restlessness  and  an 
uncontrollable  desire  for  alcohol,  which  being  }ielded  to 
leaves  them  prostrate  in  mind  and  body  for  a  time,  after 
which  they  return  to  their  normal  state  until  another  outbreak 
occurs.  These  individuals  are  so  different  in  their  two  con- 
ditions as  to  suggest  a  resemblance  to  cases  of  dual  personality. 
The  above  is  an  attempt  to  indicate  some  of  the  leading 
types  of  alcoholic  insanity,  but  it  must  be  understood  that 
they  are  only  types,  and  that  all  sorts  of  variations  and 
transitions  may  be  met  with,  while  in  some  cases  the  special 
alcoholic  indications  may  be  absent. 
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Little  need  be  said  here  as  to  the  pathology  of  alcoholism. 
The  morbid  appearances  in  the  brain  are  slight  or  absent, 
except  in  advanced  cases,  in  which  the  membranes  show 
thickening,  the  vessels  of  the  cortex  are  degenerated, 
and  there  are  other  evidences  of  slow  inflammatory  action. 
The  only  characteristic  change  in  the  nerve  cells  of  the  brain 
is  chromatolysis  of  the  large  pyramids,  from  which  it  follows 
that  the  area  round  the  fissure  of  Rolando  is  the  part  most 
affected. 

In  conclusion,  a  few  words  must  be  said  as  to  treatment. 
One  of  the  most  peculiar  characters  of  alcoholic  cases  of  insanity 
is  their  eminent  curability  when  the  patients  are  forced  to  ab- 
stain from  alcohol.  Even  the  hopelessly  demented  cases  usually 
show  some  improvement,  and  cases  apparently  hopeless 
often  recover  rapidly.  It  follows  that  the  first  essential  is 
total  abstinence,  which  means  that  in  99  per  cent,  of  the  cases 
the  treatment  must  be  carried  out  in  an  institution.  So 
long  as  a  patient  is  insane  this  is  an  easy  matter,  but  in  most 
cases  the  return  to  sanity  is  so  rapid  that  sufficient  time  is  not 
allowed  for  the  eradication  of  the  drink  habit,  for  which 
a  minimum  of  two  years -^  has  been  found  necessary 
at  the  Ennis  Reformatory.  It  would,  therefore,  be  highly 
desirable  that  cases  of  admitted  and  well-known  inebriety 
should  be  legally  detainable  against  their  will  after  they  have 
become  technically  sane,  and  that  in  the  case  of  the  district 
asylums  such  cases  should,  on  recovery,  be  transferred  for 
a  time  to  inebriate  reformatories.  Where  there  is  a  real 
desire  to  reform  it  is  probable  that  a  much  shorter  detention 
would  suffice,  and  it  might  possibly  be  assisted  by  dnig 
action  or  other  treatment.  Personally  I  have  for  some  years 
past  always  submitted  curable  alcoholics  to  a  course  of 
atropin  treatment,  and  I  certainly  found  that  at  least  it 
enabled  alcohol  to  be  discontinued  with  little  discomfort  to 
the  patient,  while  out  of  five  cases  in  which  a  sufficient  length 
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of  time  has  elapsed,  three  have  remained  sober  for  two  years 
and  over.  It  is  not  quite  clear  to  me,  however,  whether  sugges- 
tion does  not  play  a  large  part  in  such  cures,  and  I  think  it  is 
rather  a  pity  that  the  more  powerful  suggestion  of  hypnotism 
has  fallen'  into  such  general  disuse.  I  have  had  no  per- 
sonal experience  of  it  in  this  connection,  but  cures  were 
reported  when  the  procedure  was  revived  fifteen  or  sixteen 
years  ago,  and  it  seems  quite  likely  that  we  are  neglecting 
a  useful  means  of  treatment.  Of  suggestion  in  another  form, 
that  of  moral  treatment,  use  is  always  being  made,  and,  given 
time  enough,  there  is  no  doubt  as  to  its  utility  in  re-awakening 
the  moral  sense,  re-educating  the  will,  and  giving  the  patient 
a  fresh  start.  But  for  the  man  so  started  afresh,  as  for  all 
neuropaths,  whether  their  disability  be  inherited  or  acquired, 
complete  abstention  from  alcoholic  stimulants  affords  the 
one  hope  of  continued  well-being. 
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The  MacDermot  said  he  liad,  during  the  past  seven  years 
as  Inspector  of  Prisons,  visited  one  of  the  Irish  prisons  almost 
every  week,  and  had  tried  to  make  himself  familiar,  as  far  as 
possible,  with  the  penal  and  family  records  of  the  prisoners.  He 
had,  in  addition,  superintended  the  work  of  the  State  Inebriate 
Reformatory  at  Ennis  during  the  past  four  or  five  years.  It  was 
from  that  field  of  observation — outside  the  general  observations 
that  one  makes  in  the  world — that  he  would  speak.  Those 
observations  he  had  tried  to  reduce  to  order  by  bearing  in  mind 
two  distinct  theories  on  the  question  of  alcoholism.  The  first 
was  the  neo-Darwinian  theory,  that  a  great  number  of  the  human 
species  had  an  original  taste  for  alcohol — a  taste  which,  being 
natural,  was  not  acquired.  According  to  that  theory,  acquired 
habits  were  not  transmissible,  and  since  the  taste  for  alcohol  was 
original  the  only  possible  cure  which  he  could  see,  in  accordance 
with  that  theory,  was  the  elimination  of  the  drinker,  and  the 
only  feasible  way  of  accomplishing  that  end  was  to  expedite  the 
catastrophe  by  multiplying  the  number  of  public-houses.  With 
that  theory  he  disagreed  in  ioio ;  the  facts  of  his  experience  did 
not  fit  in  with  it  in  any  particular.  The  other  theory  had  been 
called  the  theory  of  Lamarck — that  a  taste  for  alcohol  was  an 
acquired  habit,  and  that  acquired  tastes  were  transmissible.  The 
adoption  of  the  latter  theory  would  give  great  confidence  and 
lead  to  greater  interest  in  all  temperance  movements.  History 
supplied  them  with  instances  of  inebriate  races  which  had  become 
temperate,  and  which  were  an  example  of  the  transmissibility 
of  temperance.  His  own  observations  of  prisoners  had  shown 
him  that  the  examples  of  the  criminal  type  came  mostly  from 
the  cities,  and  that  their  parents  were  of  inebriate  habit ;  while 
the  prisoners  who  came  from  the  country  were  not  of  the 
asymmetrical  type,  and  were  not  the  heirs  of  those  transmissible 
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qualities,  including  intemperance.  In  the  matter  of  inebriety, 
Ireland  was  far  behind  England.  He  (The  MacDermot)  spoke 
of  the  favourable  results  of  the  treatment  of  inebriates  at  Ennis, 
and  concluded  by  expressing  his  hopefulness  for  the  future.  The 
pubhc  had  changed  their  point  of  view  as  regards  alcohol ;  they 
no  longer  looked  at  it  from  the  point  of  view  of  the  pulpit  or  the 
philanthropist,  but  from  the  point  of  view,  so  to  speak,  of  the 
College  of  Physicians.  They  all  wished  for  health,  strength,  and 
longevity,  and  when  the  medical  profession  taught  sound  views 
on  the  use  and  action  of  alcohol  he  was  satisfied  that  it  would  not 
be  the  elimination  of  the  drinker  which  they  would  see,  but  the 
elimination  of  drink. 

Dr.  Walter  Smith  said  their  chief  knowledge  of  the  scientific 
effects  of  alcohol  was  a  quite  recent  growth,  and  he  thought  the 
turning  point  was  reached  by  Schmiedeberg,  who,  with  un- 
answerable arguments,  demohshed  the  view  still  held  by  many — 
that  alcohol  belonged  to  the  class  of  stimulants.  Alcohol  was 
an  essential  member  of  the  narcotic  group  of  substances.  That 
had  been  a  great  gain,  and  had  put  the  medical  profession  on  a 
better  basis.  Most  medical  men  were  much  more  cautious  now 
than  in  his  student  days  about  the  administration  of  alcohol, 
especially  in  acute  disease.  They  had  learned  that  most 
diseases  got  on  better  without  alcohol,  and  they  had  learned  that 
its  careless  use  by  their  profession  in  the  past  had  hurried  many 
persons  to  premature  graves.  At  the  same  time  they  had  to 
guard  against  exaggerations  and  inexact  statements  appearing 
in  recent  writings  on  the  subject,  such  as  that  alcohol  is  one  of 
the  most  frequent  causes  of  consumption.  It  was  Utopian  to 
expect  that  legislation  would  make  them  a  nation  of  teetotallers. 
It  was  a  physiological  fact  of  nature  that  people  would  have 
luxuries.  One  of  the  most  important  questions  at  the  root  of 
the  matter  was  that  of  the  nutritive  value  of  alcohol.  Physio- 
logists told  them  that  its  possible  value  as  a  food  was  more  than 
discounted  by  its  harmfulness  ;  and  it  was  said  that  moderate 
drinking  had  a  most  injurious  influence  on  health  and  life,  and 
that  all  alcoholic  drinks  should  be  avoided.  If  that  was  so,  he 
would  like  to  know  how  it  was  that  the  most  progressive  European 
nations  wore  moderate  drinkers.  Ho  believed  tlic  truth  of  the 
matter  was  that  in  limited  quantities  of  alcohol  ninety  per  cent. 


By  Dr.  W.  R.  Dawson.  377 

of  it  was  oxidised  in  the  body  and  furnished  energy.  It  had  been 
shown  by  experiment  in  America  that  alcohol  could  replace 
equivalent  quantities  of  carbohydrates  and  fats,  especially  when 
the  supply  of  these  was  deficient  in  their  diet.  To  a  person  in 
health,  on  a  suflEicient  diet,  alcohol  was  absolutely  unnecessary, 
and  possibly  injurious  to  some  people  ;  but  it  was  idle  to  deny 
its  possible  value  as  a  food  in  some  cases.  No  one  drank  pure 
alcohol,  and  its  effects  were  infinitely  modified  by  the  other 
substances  which  were  combined  with  it.  It  was  absurd  for  a 
Royal  Commission  to  try  to  answer  the  insoluble  question — 
What  is  whisky  ?  They  might  as  well  ask — What  is  mud  ? 
The  points  which  related  to  the  public  in  regard  to  alcohol  wore  :  (1) 
Its  effects  in  producing  visceral  disease,  (2)  its  leading  to  all  sorts 
of  crime,  and  (3)  its  influence  on  the  nervous  tissue.  The  last 
was  a  very  complicated  question,  but  there  could  be  no  doubt 
as  to  the  deleterious  effects  of  long-continued  doses  of  alcohol  on 
the  brain.  It  was  admitted  by  most  phy'>icians  that  the  con- 
tinued use  of  alcohol  tended  to  cause  glycosuria,  which  led  to 
various  mental  symptoms.  As  regards  treatment  of  alcoholics, 
he  did  not  at  all  side  with  those  who  jnaintained  that  it  was 
dangerous  to  withdraw  alcohol  suddenly,  and  he  refused  to  under- 
take medical  treatment  unless  he  could  at  once  put  patients 
mider  conditions  of  abstinence. 

Dr.  Donnelly  said  the  way  to  effect  permanent  good  was  to 
reach  the  coming  generation  by  educating  the  present  generation 
of  fathers  and  mothers,  especially  the  mothers.  A  great  responsi- 
bihty  rested  with  the  medical  profession.  In  the  past  it  had  used 
its  power,  in  regard  to  alcohol,  to  the  detriment  of  the  community, 
but  a  great  deal  of  good  was  being  done  through  the  agency  of 
the  profession  in  putting  before  the  people  the  physiological 
action  of  alcohol  and  the  deleterious  effects  of  over-indulgence. 
It  was  exceedingly  unwise  of  physicians  to  permit  alcohol  as  a 
beverage  without  marked  restrictions  as  to  its  discontinuance 
after  a  time.  It  should  not  be  prescribed  in  any  respect  except 
as  a  drug,  and  in  his  opinion  should  never  be  given  to  mothers 
who  were  suckUng  their  infants. 

Dr.  Delahoyde,  who  confessed  himself  a  life-long  total 
abstainer  who  had  never  tasted  any  liquor  that  was  brewed  or 
distilled,  said  he  did  not  think  that  statistics  fully  represented 
the  amount  of  insanity  which  was  directly  traceable  to  alcohol. 
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He  had  known  many  cases  of  insanity  wMch  had  never  gone  to 
an  asylum  or  hospital,  and  which  would  not  be  included  in  the 
returns  on  which  they  based  their  deductions.  He  himself  on 
occasions  prescribed  alcohol,  but  always  under  strict  conditions. 

Dr.  Falkiner  agreed  with  Dr.  Delahoyde  that  the  mortality 
from  alcohol  was  not  really  stated  in  the  statistics.  They  had 
very  often  to  look  to  the  mortahty  of  certain  diseases  of  the  nerves 
and  the  viscera,  and  of  pnemnonia,  to  get  a  rehable  idea  of  the 
number  of  deaths  that  were  directly  due  to  alcohol.  In  regard 
to  insanity  also  statistics  were  very  misleading  ;  he  doubted  if, 
in  many  cases,  insanity  was  the  cause  of  mortahty  at  all.  A 
great  number  of  lunatics  died  of  tuberculous  diseases  and  dysentery. 
The  term  "  alcoholic  poisoning  "  was  a  loose  one,  and  he  had 
taken  the  trouble  to  get  particulars  which  would  enable  him  to 
judge  whether  persons  so  certified  had  actually  died  of  acute 
alcoholic  poisoning. 

Dr.  Stritch  said  that  one  of  the  greatest  evils  of  alcoholism 
was  the  indiscretions  which  it  might  lead  an  individual  into  ; 
and  there  was  little  hope  for  the  cure  of  the  chronic  drunkard 
unless  they  could  get  his  active  co-operation. 

Dr.  Bewley  said  that  the  causation  of  insanity  was  complex. 
Alcohol  affected  the  mind  injuriously,  but  of  itself  it  did  not 
cause  insanity  unless  there  was  something  else  present — some- 
thing which  he  might  call  a  congenital  predisposition  to  insanity. 
It  was  quite  impossible  to  ascertain  all  the  factors  or  to  place 
much  leliance  on  arguments  based  on  statistics  which  referred  to 
such  complicated  matters  as  alcohol  and  insanity. 

Dr.  Winter  said  that,  in  his  experience,  the  people  who  felt 
most  benefit  from  alcohol  were  those  of  a  nervous  type.  If  the 
medical  profession  was  more  sparing  in  recommending  alcohol 
to  such  people  it  would  do  a  certain  amount  of  good  in  battling 
against  the  evil  done  by  the  di'ug. 


THE  PROMOTION  OF  UNIFORMITY  IN  THE  REGIS- 
TRATION OF  DISEASES  IN  HOSPITALS. 

By  RICHARD  F.  TOBIN,  F.R.C.S.; 

Siirscon  to  St.  Vincent's  Hospital. 

[Read  In  the  Section  of  State  Medicine,  May  1,  1908.] 

"  Order  is  heaven's  first  law  "  ;  and  although  it  is  possible 
to  make  out  a  case  for  disorder  in  certain  relations — for 
instance,  Herrick  tells  us  that — 

"  A  sweet  disorder  in  the  dress 
Kindles  in  clothes  a  wantonness." 

and  that  it  creates — 

"  A  winning  wave  deserving  note 
In  the  tempestuous  petticoat." 

still  I  do  not  think  that  there  is  anyone  in  this  audience  who 

will  have  the  hardihood  to  stand  up  and  say  a  word  for  it  in 

connection  with  registration  of  diseases. 

My  object  in  speaking  to-night  is  to  suggest  a  simple  means 
for  forwarding  what  I  have  set  forth  in  the  title  of  this  paper, 
and  perhaps  the  best  way  I  can  introduce  the  subject  is  to 
tell  you  how  I  have  been  led  up  to  the  place  where  I  now 
stand. 

Some  months  ago  the  Board  of  Superintendence  of  Dubhn 
Hospitals  receiving  Government  grants,  of  which  Board  I  am 
secretary,  decided  that  it  would  be  well  to  amend  the  form 
on  which  the  hospitals  with  wliich  it  is  concerned  send  in 
a  classified  annual  return  of  patients  admitted ;  and  I  was 
directed  to  look  into  the  matter.  There  was  certainly 
necessity  for  the  change,  for  the  old  form  was  quite  obsolete — 
the  classification  being  alphabetical,  with  the  inclusive  terra 
abscess  holding  first  place  on  the  list. 
Well,  I  did  as  I  was  told. 
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I  shall  not  delay  you  by  mentioning  those  with  whom  I  have 
corresponded.  Science  does  not  recognise  nationaUties,  and 
the  list  is  therefore  a  long  one.  But  I  shall  take  this 
opportunity  to  thank  all  on  that  Hst  for  their  letters  and 
suggestions. 

Anyone  carrying  out  an  inquiry  such  as  I  have  been  busy  on 
will  be  struck  with  what  an  excellent  book  is  the  "  Nomen- 
clature of  Diseases "  of  the  Royal  College  of  Physicians  of 
London  ;  how  far  it  is  in  advance  of  all  other  classifications  ; 
and  how  very  little  the  profession  generally  know  about  it. 
My  own  ignorance  of  it  was  the  first  thing  that  was  brought 
home  to  me,  and  then  came  the  consolation  of  finding  how 
wide-spread  was  my  shortcoming.  Of  course  everyone 
knows  that  there  is  such  a  book,  that  it  has  a  yellow  cover 
with  a  red  linen  back  ;  but  how  many  could  lay  their  hands 
on  it  within  five  minutes  ?  how  many  of  us  know  the 
advances  that  have  been  made  as  new  editions  have 
come  out  ?  how  many  of  us  have  studied  it  as  we  have 
done  the  leads  in  a  "  no  trump  declaration  "'  ?  My  feelings 
towards  the  book  are  now  those  of  a  converted  colUer  towards 
temperance.  The  care  bestowed  on  its  compilation,  the 
eminence  of  the  men  who  have  worked  at  it,  the  difficulties 
as  regards  classification  that  have  been  overcome,  the  educa- 
tion that  lies  in  an  intimate  acquaintance  with  it,  are  ever 
before  me,  as  also  is  the  fact  that  thousands  of  my  brethren — 
of  course  I  except  the  learned  men  now  listening — are  still 
plunged  in  the  ignorance  that  was  mine  until  the  other 
day. 

The  means  I  suggest  for  spreading  the  light  and  for  pro- 
moting uniformity  in  the  registration  of  diseases  in  hospitals 
is  a  very  simple  one.  It  consists  in  putting  in  every  admission 
and  discharge  book,  alongside  the  column  for  the  names  of 
diseases,  a  column  for  the  numbers  given  to  these  diseases 
in  the  "  Nomcnclatunv"  and  in  usin"  wlion  the  annual  returns 
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are  being  prepared,  these  numbers  as  a  means  of  bringing 
together  the  various  diseases  in  their  proper  order. 

This  simple  means  of  classification  is  in  use  in  preparing  the 
returns  of  the  Army  Medical  Service,  and  it  is  found  to  work 
well.  The  numbers  identify  the  words  and  the  necessity  for 
looking  out  the  number  leads  one  to  the  using  of  the  proper 
word.  It  means  the  banishment  of  such  terms  as  struma, 
scrofula,  &c. 

And  here  let  me  remark  that  since  my  conversion  it  has 
been  a  wonder  to  me  why  the  Registrar- General  has  not  given 
us  a  space  for  these  numbers  in  the  certificates  of  deaths  and 
asked  us  to  fill  them  in. 

In  conclusion,  may  I  point  out  that  the  addition  of  the 
number  in  each  entry  of  a  disease  in  the  admission  and  dis- 
charge book  in  place  of  giving  increased  trouble  has,  as  is 
always  the  case  with  what  tends  to  order,  a  quite  difierent 
result.  In  a  very  short  time  one  comes  to  know  the  numbers 
of  all  the  principal  diseases,  and  so  the  initial  trouble  dis- 
appears, while  this  advantage  is  permanent  that  from  an 
admission  and  discharge  book  so  filled  up  any  clerk  can  make 
out  a  classified  return  of  diseases.  Infective  diseases,  malignant 
diseases,  diseases  of  the  various  systems,  that  are  not  either 
infective  or  malignant,  are  compelled  to  fall  into  proper  order, 
and  a  bracket  to  define  the  sections  is  all  that  is  necessary  to 
complete  the  return. 

Allow  me  to  hand  round  the  front  page  of  the  form  furnished 
to  the  hospitals  now  under  the  superintendence  of  the  Dublin 
Hospitals  Board,  as  it  furnishes  an  illustration  of  how  the 
system  works.  On  it,  as  you  perceive,  the  number  of  infective 
cases,  of  malignant  cases,  of  injuries,  &c.,  are  seen  at  once. 
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A  Classified  Axnual  Return  of  the  Diseases  of  Patients 

Treated  in Hospital  during  the  year  ended  Slst  March,  19. 

The  following  entries  are  made  with  a  view  to  illustration : — 


No.  in 
Nomen- 
clature 

Diseases 

No. 
Treated 

Class 

Totals  of 
each  Class 

Treated  Died 

13 

Enteric  Fever 

G 

1 

38 

Scarlet  Fever 

4 

2 

44 

Tuberculosis,  Lung 

„          Knee  Joint 
„       Abscess  Tibia 

20 
3 
1 

2 

)  Infective 

„ 

„          Lupus 

2 

36 

5 

50 
59 

Alcoholism 
Plumbism 

4 

1 

-  Intoxicants 

6 

1 

79 

Lipoma  Circumscribed ; 

Back 
Papilloma,  Villous,  \'esical 

4 

1 

)   New  Growths 
)  Non-malignant 

5 

80 

Sarcoma,  Spindle-celled, 
Femur 
Testicle 

2 

1 

1 

,  New  Growths 

» 

Carcinoma,  Soirrhus,  Breast 
„          E])ithclioma,Li] 

4 
3 

1 

Malignant 

10 

'J 

171 

Keratitis 

5 

190 

Congestion,  Optic  Disc 

7 

)Thc  Eye 

204 
1025 
1041 
1089 

Lenticular  Catniact,  com- 
plete. Senile 

Burn,  Fore-arm  and  Hand, 
Skin 

Wound,  Common  Carotid, 
Partial   Division 

Wound    of    Sralp,    with 

U 

1 
I 
1 

1 
1 

I 

18 

1096 

Injury  Periosteum 
Concufwion  of  Brain 

1 

:  Injurictt 

1145 

Fracture,  Ribs 

2 

1206 

„         Radius,  t'oHcs 

4 

1233 

DiHlucation,  Femur 

2 

12 

2 
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As  there  are  here  to-night  representatives  of  many  hospitals, 
may  I  ask  them  to  give  this  system  their  consideration,  and 
if  they  approve  it,  to  try  and  introduce  it  into  the  institutions 
\vdth  which  they  are  connected.  I  have  said  it  is  in  use  in 
the  Army  Medical  Service,  and  it  may  be  in  more  general 
employment  than  I  am  aware  of.  If  so,  so  much  the  better. 
It  is  for  its  universal  adoption  that  I  raise  my  voice  to-night. 
Why  should  not  each  disease  carry  a  hke  number  in  every 
land  ?  This,  I  beheve,  will  come.  Let  Ireland  lead  the  way 
towards  such  a  consummation,  and  let  there  be  among  her 
sons  at  least  this  one  point  of  union. 


Dr.  Kirk  PATRICK  said  the  important  thing  about  a  classifica- 
tion was  that  it  should  be  a  general  one,  enabling  them  to  compare 
the  returns  of  one  hospital  with,  another.  Under  present  arrange- 
ments such  a  thing  was  impossible.  Objection  might  be  taken 
to  the  classification  in  the  Nomenclature  of  Disease.  The  Royal 
Army  Medical  Corps  were  compelled  to  make  their  returns  in 
accordance  vnth  the  Nomenclature,  and  if  a  disease  was  returned 
which  was  not  in  it  the  return  was  sent  back  to  be  made  out 
according  to  the  books.  This  he  had  heard  complained  of, 
as  some  diseases  were  not  mentioned  m  the  Nomenclature,  while 
others  were  put  down  under  more  or  less  obsolete  names.  The 
method,  however,  was  one  that  could  be  universally  adopted. 
The  difficulty  would  occur  not  so  much  \nth  hospital  registrars 
as  with  the  terms  in  which  the  diagnosis  would  be  put  down 
when  the  patient  was  discharged.  Different  names  would  be 
used  in  the  diagnosis  of  the  same  disease,  and  there  were  diseases 
which  were  not  easy  to  put  in  any  class.  Besides,  it  was  im- 
possible to  expect  that  hospital  physicians  and  surgeons,  when 
makmg  a  diagnosis,  would  turn  up  the  book  to  find  a  number. 
They  would  enter  the  name  of  the  disease,  and  le^ve  the 
classifying  to  the  Registrar,  and  difficulty  would  arise  with 
omissions  or  differences  in  the  Nomenclature.  It  seemed  to  him  a 
great  pity  that,  while  they  had  in  Dublin  a  number  of  hospitals — 
none  with  large  numbers  of  beds,  but  the  aggregate  considerable — 
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they  had  no  hospital  statistics  of  any  great  value  from  the  Dublin 
School.  Early  in  the  last  century  an  effort  was  made  to  publish 
a  Joint  Hospitals  Report,  but  after  five  years  it  lapsed.  In 
1845  an  effort  was  made  to  start  a  Dublin  Hospital  Gazette  :  it 
continued  for  about  two  years.  It  was  started  again  in  the 
sixties,  and  lapsed  in  the  seventies.  In  1878  it  was  started 
once  more,  but  only  continued  a  short  time.  He  heartily  welcomed 
Mr.  Tobin's  suggestion,  though  he  thought  his  plan  would 
require  some  modification  which  might  be  brought  about  by  a 
meeting  of  the  Registrars  of  Dublin  Hospitals. 

Dr.  J.  Magee  Finny,  speaking  as  a  Member  of  the  Board  of 
Superintendence  of  the  Dublin  Hospitals,  corroborated  Mr. 
Tobin's  account  of  the  difficulties  they  had  in  getting  uniformity 
in  the  returns  for  their  annual  report.  The  Board  was  unani- 
mously in  favour  of  some  such  step,  and  although  there  was  room 
for  improvement  in  the  scheme — such  as  columns  for  cancerous 
and  tubercular  disease,  and  for  the  different  fevers — the  more  one 
thought  of  it  the  more  one  saw  the  necessity  for  adopting  some 
such  plan,  and  he  hoped  it  would  even  extend  beyond  Ireland. 

Dr.  Little  thought  the  scheme  would  do  as  much  as  any 
scheme  could  to  get  over  the  inherent  difficulties  of  the  subject. 
They  would  get  cases  in  which  a  lesion  was  clear,  but  more  often 
in  hospitals  they  would  find  a  patient  suffering  from  a  combina- 
tion of  diseases  which  would  require  classification  under  several 
headings.  A  vague  term  might  be  accurate,  and  a  precise  term 
erroneous. 

Dr.  Drury  pointed  out  the  difficulty  of  registering,  according 
to  the  Nomenclature,  in  the  case  of  Bilharzia.  an  example  taken 
at  random,  which,  registered  under  the  scheme  proposed,  would 
come  under  a  quite  erroneous  heading. 

Dr.  O'Faruell  instanced  the  difficulty  he  had  met  with  in 
trying  to  get  registration  done  by  the  Nomenclature,  not  only 
as  regards  classification,  but  also  as  to  obtaining  a  right  diagnosis, 
previous  to  his  adopting,  as  Registrar  of  St.  Vincent's  Hospital, 
tlio  plan  proposed  by  Surgeon  Tobin. 

The  President  said  it  was  clearly  impossible  to  adopt  any 
final  system  of  classification  which  would  be  universally  agreed 
to.  All  that  could  at  present  be  done  Wiis  to  adopt  a  working 
system  that  would  enable  statistics  to  be  compared.     He  could 
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personally  appreciate  the  great  advantage  of  uniform  classifica- 
tion. At  present  they  had  to  squeeze  round  diseases  into  square 
holes,  but  such  was  unavoidable  in  their  present  state  of  know- 
ledge, and  probably  would  be  for  centuries  to  come.  Any  system 
which  could  be  universally  adopted  would  produce  better  results 
than  the  haphazard  classifications  which  had  been  in  vogue. 

Mr.  Tobin,  in  reply,  said  the  inconsistency  shown  by  Dr.  Drury 
was  exceptional.  He  had  not  once  come  across  a  similar  case 
in  his  work  with  the  returns.  If  the  subject  had  been  taken  up 
in  the  past  the  book  would  not  now  be  deficient.  The  difficulty 
of  classification  was  due  to  the  shortcomings  of  their  pathology. 
He  trusted  it  would  be  possible  to  bring  the  registrars  of  hospitals 
together  to  talk  the  matter  over.  If  they  could  all  work  togethei- 
they  would  have  continuous  improvement,  and  would  soon  find 
out  the  points  in  which  the  nomenclature  failed. 
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VITAL  STATISTICS  OF  THE  OLD  MEN'S  ASYLUM, 
DUBLIN. 

By  E.  L'ESTRANGE  LEDWICH,  L.R.C.P.I.,  L.R.C.S. ; 

Physician,  Mercer's  Hospital,  Dublin. 

[Read  in  the  Section  of  State  Medicine  May  1,  1908.] 

This  Institution  was  opened  in  1812  in  Russell  Place  as  a 
Home  for  "  the  aged,  reduced  and  industrious  tradesman." 
It  at  present  occupies  a  handsome  building  on  Northbrook 
Road.  The  house  accommodates  28  inmates,  and  has  a 
modern  and  up-to-date  Infirmary  with  4  beds.  I  have  been 
physician  to  the  Institution  for  over  twenty  years,  and 
beheving  that  some  points  in  the  medical  statistics  relating 
to  old  people  might  interest  the  Fellows  of  the  Academy,  I 
have  ventured  to  bring  before  you  a  few  extracts  from  my 
notes. 

During  the  twenty  years  98  old  gentlemen  have  been  under 
my  care ;  of  these  22  are  now  living  in  the  Asylum,  5  have 
resigned,  and  71  have  died  ;  6  of  the  latter  died  before  reaching 
their  70th  year,  33  died  between  70  and  80,  27  between  80 
and  90,  4  between  90  and  100,  and  one  over  100.» 

The  following  diseases  occurred  amongst  the  98  men  during 
the  twenty  years  under  review. 

Senile  Degeneration  was  found  chiefly  as  senile  degeneration 
of  the  heart,  and  to  a  much  loss  extent  as  senile  dementia. 
Only  4.08  per  cent,  of  the  98  men  suffered  from  the  latter 
condition.  In  my  experience  senile  dementia  is  usually  of  a 
more  acute  type,  but  is  much  less  common  in  men  than  in 
women. 

*  During  the  96  ycar4  the  Asylum  haa  been  open  two  out  of  380  inmates 
lived  over  100  years. 
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Infliienza  has  been  fairly  prevalent,  and  is  a  very  serious 
disease  in  old  people.  Six  of  the  nine  fatal  cases  ter- 
minated by  heart  failure,  and  three  by  secondary  broncho- 
pneumonia. 

Lmig  Disease. — (a)  Acute  bronchitis  was  much  the  com- 
monest form  of  acute  lung  disease  found  amongst  these  old 
men,  but  it  was  not  nearly  so  fatal  a  disease  as  acute  broncho- 
pneumonia ;  very  many  of  the  severest  cases  of  bronchitis 
recovered.  (6)  Acute  broncho-pneumonia  in  old  people  is 
not  only  a  most  serious  disease,  but  is  also  very  deceptive  as 
regards  the  probable  prognosis  ;  many  of  the  cases  with  ex- 
ceedingly mild  symptoms  died  suddenly  from  heart  failure, 
(c)  Acute  lobar  pneumonia  is  a  rare  disease  in  old  people, 
only  three  cases — a  percentage  of  3.06 — with  one  death, 
occurring  during  the  twenty  years,  their  respective  ages  being 
84,  75,  and  74.  A  physician  in  charge  of  any  case  of  acute 
pulmonary  disease  occurring  in  an  old  person  should  be  ex- 
tremely cautious  in  his  prognosis — ^there  is  an  old  saying  : 
"  never  despair  of  a  sick  child,"  to  which  might  be  added 
"  and  never  be  confident  about  a  sick  old  man  " — ^the  worst 
case  may  unexpectedly  recover,  the  mildest  case  may  die. 

Nervous  Diseases. — (a)  Hemiplegia  occurred  in  7.14  per 
cent,  of  the  men.  There  were  seven  cases  with  six  deaths  ; 
one  of  these  cases  was,  I  beheve,  the  result  of  thrombosis, 
and  all  of  the  others  of  cerebral  hremorrhage.  (6)  Acute 
bulbar  paralysis  occurred  in  a  man,  aged  seventy-seven,  who 
is  still  hving.  (o)  Acute  central  myelitis  occurred  in  a  man, 
aged  eighty-one,  death  taking  place  by  the  involvement  of 
the  respiratory  centre,  (d)  Peripheral  neuritis  occurred  in 
one  case,  with  recovery. 

Heart  Disease,  excluding  senile  degeneration,  was  not  as 
prevalent  as  one  would  have  expected  considering  the  age  of 
the  men.  The  table  on  page  388  shows  that  out  of  37 
men,  all  of  whom  were  over  seventy  years  of  age,  35.13  per 
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cent.,  had  normal  hearts  and  normal  arteries.  Mitral  in- 
competence was  the  commonest  form  of  heart  disease  present^ 
and  was  the  only  valvular  disease  that  caused  death.  A 
very  few  of  the  men  had  physical  signs  of  mitral  stenosis, 
but  none  of  them  had  aortic  disease.  Myocardial  failure 
(degeneration  ?),  with  arrhythmia,  was  present  in  a  small 
number,  and  was  the  cause  of  one  death. 

Malignant  Disease  affected  3.06  per  cent,  of  the  men.  These 
three  cases  were  as  follow : — (a)  Of  the  stomach,  aged  81  ; 
(6)  of  the  small  intestines,  aged  70  ;  and  (c)  of  the  liver,  with 
secondary  nodules  of  sarcoma  in  the  skin,  aged  80.  In  the 
last  case  the  diagnosis  was  verified  by  a  microscopic  examina- 
tion of  the  nodules  in  the  skin. 

Liver  Disease  was  not  common,  only  three  cases  requiring 
attention.  They  were  as  follow : — (a)  Cirrhosis,  aged  74  ; 
(b)  acute  congestion  (?),  aged  73  ;  and  (c)  the  malignant  case 
mentioned  above. 

Kidney  Disease  gave  little  or  no  trouble,  there  being  no 
case  of  acute  nephritis,  and  only  two  or  three  cases  of  chronic 
nephritis  requiring  treatment. 

Skin  Disease. — In  July,  August  and  September,  1891,  there 
occurred  in  the  Asylum  an  outbreak  of  a  contagious  skin 
disease  resembling  pityriasis  rubra.  Eleven  persons  were 
attacked — three  female  servants  and  eight  of  the  old  men. 
Three  men  died  after  from  five  to  seven  weeks'  illness,  their 
respective  ages  being  77,  81,  and  84  ;  the  others  all  recovered. 
Dr.  Wallace  Beatty,  Consulting  Physician  to  the  Asylum, 
attended  these  cases  with  me.  and  we  found  that  sodium 
salicylate  in  largo  doses  (grs.  40  three  times  daily)  was  the 
nio.st  ijsoful  treatment ;  all  the  cases  so  treated  got  well.  An 
epidemic  of  this  disease  also  orcurnMl  about  the  same  time 
in  the  Paddington  and  Marylebone  Infirmaries,  London,  and 
is  fully  dosrribed  by  Dr.  Thomas  Savill  in  the  British  Medical 
Journal  (Atii  December,  IHOI).      Eczema  was  the  only  other 


By  Dr.   E.  L'E strange  Ledwich.  391 

skin  disease  found  affecting  the  men,  and  was  almost  com- 
pletely confined  to  those  with  gout. 

Gout  is  not  at  all  prevalent  amongst  these  old  men,  yet 
acute  gout  caused  the  death  of  two,  aged  respectively  84 
and  78.  The  mother  of  the  latter  man  also  died  of  gout 
at  the  age  of  86. 

Diabetes  Mellitus  affected  2.04  per  cent,  of  the  men  (ages 
71  and  76). 

Diarrhoea  occasionally  occurred,  and  caused  one  death,  but 
constipation  was  the  bane  of  the  old  men's  lives. 

Enlarged  Prostate. — During  the  twenty  years  only  4  men — 
4.08  per  cent. — out  of  the  total  98  inmates,  consulted  me  for 
this  condition.  Two  of  these  cases  suffered  temporary  in- 
convenience only.  The  third  man,  aged  75,  I  admitted  into 
Mercer's  Hospital,  where  my  colleague,  Mr.  Maunsell,  per- 
formed prostatectomy — the  operation  being  so  successful  that 
the  man  was  able  to  retain  and  to  pass  his  urine  in  a  normal 
manner  for  many  months  afterwards,  and  he  ultimately  died 
from  pneumonia.  The  fourth  case  was  admitted  into  another 
hospital,  where  prostatectomy  was  performed  by  a  surgeon 
now  deceased,  and  the  man  died  a  few  days  after  the  operation. 

Inguinal  Hernia  was  fairly  common,  and  was  the  only  form 
of  rupture  present. 

Only  a  single  case  of  fracture  of  a  bone  occurred  during  the 
twenty  years — viz.,  intracapsular  fracture  of  the  neck  of  the 
femur. 

Statistics  of  Mortality. — Of  the  71  deaths  which  took  place 
during  the  twenty  years,  I  have  the  records  of  65,  but  in  the 
case  of  the  remaining  6  the  notes  relating  to  the  cause  of  death 
have  been  lost.      These  65  deaths  were  caused  as  follow  : — 

By  senile  degeneration — 24.61  per  cent,  of  the  deaths,  or 
16  cases — 

(a)  Senile  degeneration  of  heart        ...     18.46  per  cent. 
(6)  Senile  dementia  ...  ...       6.15        ,, 
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By  primary  lung  diseases — 15.38  per  cent,  of  the  deaths,  or 
10  cases — 

(a)  Acute  broncho-pneumonia  ...       7.G9  per  cent. 

(6)  Acute  bronchitis  ...  ...       G.15         ,, 

(c)  Acute  lobar  pneumonia  ...       1.53         „ 

By  influenza — 13.84  per  cent,  of  the  deaths,  or  9  cases — 
(a)  Heart  failure  ...  ...       9.23  per  cent. 

(6)  Secondary  broncho-pneumonia  ...       -i.Gl         ,, 
By  cerebral  apoplexy — 9.23  per  cent,   of  the  deaths,   or 
6  cases. 

By  heart  disease — 7.69  per  cent,  of  the  deaths,  or  5  cases — 
(a)  Mitral  incompetence     ...  ...       6.15  per  cent. 

(6)  Myocardial  disease        ...  ...       1.53         ,, 

By  malignant  disease — 4.61  per  cent,  of  the  deaths,  or  3  cases. 
By  epidemic  exfoliative  dermatitis — 4.61  per  cent,  of  the 
deaths,  or  3  cases. 

By  diabetes  mellitus — 3.07  per  cent,  of  the  deaths,  or 
2  cases. 

By  acute  gout — 3.07  per  cent,  of  the  deaths,  or  2  cases. 
By  accidents — 3.07  per  cent,  of  the  deaths,  or  2  cases. 
By  liver  disease  (not  including  malignant  disease) — 3.07  per 
cent,  of  the  deaths,  or  2  cases — 

(a)  Cirrhosis  ...  ...       1  ..").">  per  cent. 

(b)  Acute  congestion  ...  ...        1.53         ., 

By  chronic  Bright's  disease — 1.53  per  cent,  of  tlio  deaths, 

or  1  case. 

By  Herpes'  cervico-facialis  (heart  failure) — 1.5.3  per  cent, 
of  the  deaths,  or  1  rase. 

By  acute  central  myelitis— 1.53  per  cent,  of  the  deaths,  or 
1  case. 

By  acute  diarrhoea — 1.53  per  cent,  of  the  deaths,  or  1  case. 

By  death  following  prostatectomy — 1.53  per  cent,  of  the 
deaths,  or  1  ca.se. 

Total— 65  deaths 
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I  will  now  conclude  these  notes  with  a  short  discussion  on, 
perhaps,  the  most  interesting  question  in  connection  \\ith 
longevity — viz.,  what  factor  or  factors  promote  long  life  ? 
With  the  view  of  elucidating  this  subject  I  have  for  the  past 
six  years  entered,  under  definite  headings,  the  life-history  of 
all,  or  nearly  all,  of  the  old  men  who  have  passed  their  70th 
year  [see  table).  This  table  shows — (a)  that  all  these  men 
here  tabulated  drank  more  or  less,  no  total  abstainer  being 
amongst  them  ;  (6)  that  69. 4-4  per  cent,  were  accustomed  to 
take  plent}^  of  open  air  exercise  ;  and  (c)  that  nearly  90  per 
cent,  were  descended  from  a  longevous  parentage. 

From  these  percentages  I  think  i  am  justified  in  stating 
that  the  most  important  factor  in  the  promotion  of  longevity 
is  heredity.  The  man  endowed  by  his  parents  with  highly 
energising  life-cells  builds  up  the  organism  in  the  strongest 
and  most  enduring  fashion,  and  such  a  man  will  stand  the 
strain  of  I'fe  much  longer  than  will  one  made  of  poor  materials. 
A  higher  or  a  lower  type  of  physiological  life  can  be  inherited, 
and  the  teim  of  the  individuals  life  will — provided  no 
accidental  circumstance  interfere — be  determined  by  this 
inheritance. 

In  the  next  place,  moderation  in  eating  and  in  alcoholic 
drinking  is  simply  beneficial  by  maintaining  a  healthy  con- 
dition of  the  organism  ;  it  \^  a  liuiiting  condition  required  for 
normal  metabolism,  and  beyond  this  it  does  not  control  the 
term  of  life.  Immoderate  eating  and  drinking  seem,  in  fact, 
to  shorten  life  merely  by  clogging  and  overworking,  and  so 
wearing  out  the  animal  mechanism. 

To  what  extent  the  alcoholic  habit  may  affect  longeWty 
might  be  thought  an  easy  question  to  answer.  We  phy:?icians 
know  that  many  diseases  are  induced,  and  many  lives  are 
cut  short  by  the  abuse  of  alcohol.  Yet  the  fact  stares  us  in 
the  face  that  all  of  these  men  drank  more  or  less  alcohol 
during  the  greater  part  of  their  long  lives,  and  that  of  the 
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27  per  cent,  who  drank  immoderately  No.  3  lived  to  91,  and 
No.  17  to  88,  which  shows  that  immoderate  drinking  is  not 
absolutely  incompatible  with  long  life.  I  think  it  probable, 
however,  that  these  cases  are  merely  instances  of  alcohoUc 
drinkers,  who,  possessing  a  greater  vital  stability  than  the 
majority  of  their  class,  were  able  to  withstand  the  poison. 
I  should  mention  here  that  alcoholic  drink  is  only  allowed  in 
the  Asylum  when  specially  ordered  by  the  physician. 

Outdoor  exercise  must  be  considered  an  important  help  to 
long  life — 69.4-i  per  cent,  of  the  men  had  always  taken  plenty 
of  exercise,  13.88  per  cent,  moderate  exercise,  and  16.66  per 
cent,  very  Uttle  exercise.  But  it  seems  not  to  be  actually 
essential,  for  we  find  that  the  ages  of  the  men  who  took  very 
Uttle  exercise  ranged  between  76  and  87.  All  of  these, 
however,  possessed  the  hereditary  quaUfication — the  parents 
in  every  such  case  having  hved  to  an  advanced  age  {see  Nos. 
2,  6,  14,  16,  22,  27).  It  is  to  be  observed  that  in  No.  12  all 
the  conditions  were  unfavourable  except  exercise,  but  this 
instance  is  somewhat  ambiguous  owing  to  the  absence  of  any 
record  as  to  the  ages  of  the  grand-parents,  which  might  have 
indicated  a  longevous  race.  Tobacco  does  not  seem  of  im- 
portance one  way  or  the  other.  It  is  interesting  to  note  that 
a  few  of  the  oldest  of  the  men  had  syphilis  in  their  younger 
days,  but,  of  course,  such  isolated  cases  admit  of  no  useful 
inforencc. 

It  may  be  objected  that  in  assigning  heredity  as  the  deter- 
mining factor  in  longevity  I  am  leaving  the  producing  cause 
undetermined,  for  the  question  at  once  recurs  :  *'  Whence 
did  the  ancestors  derive  their  longevity  ?  "  But  is  not  the 
answer  to  this  that  what  wo  call  longevity  is  the  normal,  and 
that,  rightly  viewed,  tiie  inquiry  is  not:  What  conduces  to 
longevity  ?  but  rather  :  What  is  it  that  shortens  the  normal 
duration  of  life  ?  For  my  ])art  T  am  convinced  that  .seldom 
indeed  is  the  limit  of  the  possible  and  natural  duration  of  life 
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approached  by  our  old  men,  and  that  what  we  call  a  longevous 
race  is  merely  one  which  has  not  degenerated  so  much  as  the 
others — the  short-lived  race  is  the  degenerate,  the  long-Uved 
represents  the  normal. 


Dr.  Drury  said  the  statistics  were  most  interesting,  as  being 
the  result  of  accurate  observation  of  a  clearly  defined  class,  who 
had  hved  their  lives  under  somewhat  similar  conditions  as  to 
work  and  environment. 

Dr.  Kirkpatrick  inquired  as  to  whether  Dr.  Ledwich  had  found 
signs  to  any  great  extent  of  atheroma  of  the  arteries,  and  whether 
inmates  having  such  a  condition  died  soon.  They  had  been 
accustomed  to  regard  syphilis  as  one  disease  of  youth  which 
was  most  Ukely  to  shorten  life,  and  he  was,  therefore,  extremely 
interested  to  hear  that  over  18  per  cent,  of  the  inmates  had  a 
history  of  syphilis.  Was  this  history  verified  by  scars  ?  It  was 
also  remarkable  that  so  few  had  died  of  mahgnant  disease,  a  fact 
which  was  of  very  considerable  importance  in  view  of  statements 
which  had  been  made  as  to  the  increase  of  malignant  disease 
in  the  country.  They  had  been  taught  that  mahgnant  disease 
was  essentially  a  disease  of  the  latter  half  of  hfe  ;  but  the  majority 
of  patients  whom  they  now  saw  with  malignant  disease  were 
probably  under  fifty. 

Dr.  Matson  was  anxious  to  know  something  of  the  diet  of 
the  patients.  He  had  himself  tried  to  follow  out  a  scheme  of 
diet  in  a  similar  institution,  but  had  had  to  give  it  up,  and  allow 
the  patients  what  they  liked.  His  own  observations  in  regard 
to  alcohol  and  heredity  were  much  the  same  as  Dr.  Ledwich's. 

Dr.  Ledwich,  in  reply,  said  he  would  add  the  statistics  regard- 
ing the  blood  vessels  to  his  table.  He  had  great  difficulty  in 
obtaining  information  about  syphilis,  and  had  not  examined 
for  scars.  The  inmates  got  meat  once  a  day.  Alcohol  was 
stopped  on  admission  to  the  asylum,  and  he  had  never  found 
anv  harm  from  the  sudden  stoppage. 


ABSTPtACTS. 

SECTION  OF  STATE  MEDICINE. 

Friday,  Feb.  11,  1908. 

The    President    in    the    Chair. 

AlcoJwl  and  Menial  Disease. 
Dr.  W.  R.  Dawson  read  a  paper  on  above  subject.      See  page 
357,  ante. 

Friday,  May  1,  1908. 
The   President  in  the  Chair. 

A  Plea  for  Uniformili/  in  the  Registration  of  Diseases  in  Hospitals. 

Mr.  Turin  read  a  paper  on  above  subject.      See  page  375, 
ante. 


Vital  Statistics  of  the  Old  Mens  A.'^i/linn,   Dublin, 
Dr.  J^EDwuii  read  <i  paper  on  the  above  subject.     See  page 
386.  ante. 
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HERNIA  OF  THE  ILIAC  COLON. 
By  R.  ATKINSON  STONE Y,  M.B.,  F.R.C.S.  ; 

Surgeon  to  the  Royal  City  of  Dublin  Hospital ; 

Late  Cliief  Demonstrator  of  Anatomy.  School  of  Phvsic,  Trinity  CoUegr, 

Duhlui. 

[Read  in  the  Section  of  Anatomy  and  Physiologj',  .January  24,  1908.] 

"  This  kind  of  hernia  (of  the  sigmoid)  has  hardly  had  the 
attention  it  deserves,  and  although  it  is  not  uncommon  our 
museums  do  not  contain  many  specimens.  "^  This,  though 
written  many  years  ago,  is  still  apparently  true.  Having 
recently  seen  two  cases  of  this  condition  in  hospital,  and  a 
third  in  a  dissecting-room  body,  I  shall  first  give  a  brief 
description  of  these  cases  and  then  try  to  explain  their 
pathology  and  classify  them  according  to  the  new  nomen- 
clature of  the  lower  part  of  the  large  intestine. 

Case  I. — This  patient,  a  man,  aged  twenty-seven  years,  wa.s 
admitted  to  the  Royal  City  of  Dublin  Hospital  on  July  2nd,  1906. 
He  had  a  large  scrotal  hernia  on  the  left  side  which  was  only 
partly  reducible.  He  said  that  it  had  been  present  for  several 
years  and  that  it  had  come  on  gradually  after  an  injury  received 
from  falling  from  his  car  some  five  or  si.v  years  before.  At  the 
operation,  when  the  sac  had  been  isolated  from  the  structures  of 
the  cord,  the  contents  were  still  irreducible  ;  the  sac  was  therefore 
opened.  It  was  then  found  that  it  contained  a  loop  of  the  large 
intestine  which  was  adherent  to  its  posterio-e.vternal  wall.  On 
trying  to  separate  this  loop  from  the  sac  some  slight  and  appar- 
ently recent  adhesions  were  broken  down  until  about  two-thirds 
of  the  circumference  of  the  bowel  were  e.vposed.  It  was  then  seen 
that  the  peritoneum  covering  the  gut  was  reflected  on  to  and 
formed  the  sac  of  the  hernia — in  other  words,  the  bowel  formed  a 
large  part  of  the  postero-external  wall  of  the  sac.      The  anterior 
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wall  of  the  sac  was  then  cut  away  along  with  the  portion  of  the 
posterior  wall  which  was  below  the  loop  of  intestine,  the  rest  of 
the  posterior  wall  with  the  loop  of  bowel  was  reduced  into  the 
abdominal  cavity,  and  the  cut  edges  of  the  peritoneum  were 
closed  by  sutures  at  the  level  of  the  internal  abdominal  ring. 
The  operation  was  then  completed  according  to  Bassini's  method. 
The  loop  of  bowel  in  this  case  was  between  four  and  sbc  inches 
long,  and  possessed  no  mesentery,  but  was,  as  it  were,  invaginated 
into  the  sac  through  the  posterior  wall. 

Case  II. — For  permission  to  publish  this  case  I  am  indebted  to 
my  colleague,  Mr.  Henry  Moore,  under  whose  care  the  patient  was. 
The  patient,  a  man,  aged  forty-four  years,  was  admitted  to  the 
hospital  on  June  23rd,  1907.  About  twenty-four  years  previously 
he  had  slipped  whUe  carrying  a  load  of  hay,  had  fallen,  and  had 
strained  his  left  thigh.  Some  months  afterwards  he  had  noticed 
that  the  left  side  of  the  scrotum  was  enlarging,  but  he  had  refused 
surgical  treatment,  and  had  for  a  time  worn  a  suspensory  bandage. 
The  scrotum  had  remained  swollen  since,  but  had  given  no  trouble 
till  last  Easter,  when  he  began  to  suffer  from  dry  retching  in 
the  mornings  and  noticed  a  small  lump  in  his  left  groin,  which 
enlarged  downwards  towards  the  scrotum  ;  it  became  larger  when 
he  coughed.  He  did  not  remember  receiving  any  fresh  injury. 
The  swelling  gave  him  very  severe  pain  whenever  he  stooped.  At 
the  operation  the  testis  was  found  to  be  enlarged,  retroverted, 
and  with  a  well-marked  varicose  condition  of  the  veins  at  its 
upper  end.  A  small  irreducible  hernia  was  found  in  the  inguinal 
canal,  and  on  opening  the  sac  a  portion  of  the  large  intestine  was 
found  to  be  projecting  from  the  posterior  and  outer  wall ;  it  did 
not  lie  free  in  the  sac,  but  was  only  covered  by  the  peritoneum 
for  rather  less  than  two-thirds  of  its  circumference ;  it  was  found 
to  be  quite  impossible  to  free  it  from  the  sac,  the  peritoneum 
covering  it  being  evidently  continuous  ^vith  that  forming  the 
fundus  and  neck  of  the  sac.  The  further  steps  of  the  operation 
were  the  same  as  in  the  preceding  case. 

Case  III, — This  case  was  discovered  in  the  body  of  a  very  old 
man,  a  subject  seen  in  the  dissecting-room  of  Trinity  College, 
Dublin.  There  was  a  very  large  femoral  hernia  on  the  left  side. 
On  opening  the  abdomen  it  was  found  that  there  was  a  complete 
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volvulus  of  the  small  intestine,  the  gut  being  twisted  on  itself 
in  the  direction  of  the  hands  of  a  clock  from  the  duodeno-jejunal 
flexure  to  within  two  inches  of  the  ileo-csecal  valve.  About 
three  feet  of  the  small  intestine  were  contained  in  the  left  femoral 
sac,  the  neck  of  which  admitted  four  fingers  ;  on  withdrawing 
the  small  intestine  from  the  sac  a  portion  of  the  large  intestine 
was  found  in  the  hernia  behind  it.  This  proved  to  be  about 
three  inches  of  the  iliac  colon,  which  in  this  case  was  in  the  form 
of  a  long  loop  with  an  extensive  mesentery.  Curious  to  say,  this 
portion  of  the  intestine  also  presented  a  volvulus  with  the  twist 
contra-clockwise. 

On  looking  up  the  subject  of  hernia  of  this  part  of  the  bowel 
one  is  struck  by  the  small  attention  that  has  been  paid  to  it, 
even  in  the  larger  and  more  recent  treatises  on  surgery.  It 
is  usually  dismissed  by  saying  that  hernia  of  the  sigmoid  may 
occur  on  the  left  side  in  the  same  way  as  hernia  of  the  caecum 
on  the  right  side — i.e.,  it  may  be  either  congenital  or  acquired  ; 
in  the  first  case  it  may  or  may  not  have  a  complete  peritoneal 
covering,  and  in  the  second  case  it  apparently  always  has  a 
complete  sac.  Sultan,  in  his  book  on  abdominal  hernias, 
speaks  as  follows : — "  It  consequently  happens  that  the 
csecum,  transverse  colon,  and  sigmoid  flexure  can  pass  into 
a  hernial  sac  much  more  easily  than  the  ascending  and 
descending  colons.  When  the  portions  of  the  large  intestine 
which  have  only  a  partial  peritoneal  covering  pass  into  a 
hernia,  they  maintain  the  same  relations  to  the  peritoneum — 
i.e.,  they  lie  partly  within  and  partly  without  the  hernial  sac."  ^ 

When  writing  in  the  "  International  Text-book  of  Surgery  " 
the  author  says  : — "  The  sigmoid  flexure  may  form  the  whole 
or  a  part  of  the  contents  of  the  sac  in  a  left  inguinal  and  more 
rarely  in  a  left  femoral  hernia.  Much  that  has  been  said 
of  csecal  hernia  applies  also  to  sigmoid.  The  sac  may  be 
partially  wanting.  This  variety  is  much  rarer  than  the  coDcal 
form  in  children,  though  in  adults  it  is  nearly  as  common."* 

Jonathan   Macready  says : — "  Of   hernia   of   the  sigmoid 
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flexure  two  circumstances  may  here  be  noted.  Firstly,  this 
part  of  the  bowel  may  form  a  congenital  hernia  on  the  left 
side  just  as  a  congenital  csecocele  may  occur  on  the  right. 
Secondly,  it  has  happened  in  rare  instances  that  when  the 
sigmoid  flexure  has  entered  a  sac  on  the  right  side  it  has  been 
subject  to  a  volvulus  which  has  proved  fatal."  *  He  refers  to 
two  cases  of  this  form  of  hernia  reported  by  Lassus  ''  and 
Pelletan,''  and  also  to  a  strangulated  sigmoid  hernia  reported 
by   Berard.^ 

In  Treves's  "  System  of  Surgery  "  we  find  the  following 
passage  : — "  The  sigmoid  flexure,  forming  as  it  does  a  long 
free  loop,  may  find  its  way  into  almost  any  hernia.  It  is 
most  common  in  a  left  scrotal  hernia.  It  occurs  in  femoral 
ruptures  of  the  left  side,  and  this  loop  of  bowel  has  been 
found  in  both  inguinal  and  femoral  ruptures  on  the  right  side. 
Hernias  containing  a  considerable  part  of  the  sigmoid  flexure 
are  apt  to  become  incarcerated,  and  the  protruded  bowel  is 
also  prone  to  become  adherent.  A  congenital  hernia  of  the 
sigmoid  flexure  may  be  met  with  in  the  left  inguinal  region. 
It  is  produced  in  precisely  the  same  way  as  the  congenital 
hernia  of  the  caecum,  the  sac  may  be  complete  or  incomplete, 
the  bowel  and  the  peritoneum  with  which  it  was  connected 
having  been  simply  displaced  downwards  into  the  hernia 
sac."  •* 

Even  in  the  "  Encyclopsedia  and  Dictionary  of  Medicine 
and  Surgery,"  at  present  in  process  of  publication,  the 
description  has  not  advanced  much  further.  Here  we  find  : — 
"  The  cajcuni  on  the  right  side  and  the  sigmoid  flexure  on  the 
lett  are  occasionally  present  in  '  congenital  '  sacs.  It  has 
been  shown  that  under  such  circumstances  the  visceral  descent 
is  the  result  of  the  action  of  the  gubornaculum.  Above  the 
testis  the  smooth  muscular  fibres  of  the  gubcrnaculum  are 
continued  upwards  with  the  vessels  of  the  testis  and  the  vas 
deferens  in  a  peritoneal  fold  to  which  Lockwood  has  given  the 
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name  'plica  vascularis.'  The  ultimate  attachment  of  these 
fibres  is  to  the  peritoneum  lining  the  posterior  abdominal 
wall.  In  these  forms  of  hernia  the  unduly  exaggerated  action 
of  the  gubernaculum  results  in  the  dragging  down  bodily  of 
the  peritoneum  to  which  the  fibres  are  attached.  There  is, 
as  it  were,  a  sort  of  '  landslip.'  The  caecum  or  the  sigmoid 
flexure  will  then  bear  to  the  sac  the  same  relation  as  to  the 
parietal  peritoneum  before  the  descent  began,  for  what  was 
previously  parietal  peritoneum  is  now  the  sac,  and  the  mutual 
relationship  of  viscus  and  serous  membrane  is  unaltered. 
Traces  of  the  gubernaculum  (the  '  natural  fleshy  adhesions  ' 
of  Scarpa)  have  been  discovered  in  the  wall  of  the  sac."  ^ 
Then  follows  a  paragraph  on  acquired  hernia  of  the  caecum, 
but  nothing  about  acquired  hernia  of  the  sigmoid,  although 
elsewhere  when  speaking  of  the  contents  of  a  hernia  we  find 
it  said  "  the  large  intestine,  especially  the  sigmoid,  is  not 
infrequently  found." 

Among  French  surgeons  we  find  Jaboulay  writing  as 
follows  :— "  Boussi  has  drawn  attention  to  the  abnormal 
disposition  of  the  sigmoid  flexure  in  a  complete  inguinal 
hernia.  A.  Broca,  in  a  fost-niortem,  found  a  hernia 
of  the  sigmoid  flexure  covering  a  cystocele.  ChaufEard 
observed  a  cancer  of  the  sigmoid  flexure  adherent  to  the  sac. 
Ladroitte  also  reports  a  hernia  of  this  portion  of  the  large 
intestine.  Finally,  Anderson,'^  in  October,  1895,  pubhshed 
three  cases  of  inguinal  hernia  of  the  sigmoid  flexure  without  a 
sac.  The  hernias  of  the  sigmoid  flexure  show  two  varieties 
corresponding  to  the  two  different  modes  of  arrangement  of 
the  peritoneum  in  its  neighbourhood.  Sometimes  the  peri- 
toneum forms  a  sigmoid  meso-colon,  more  or  less  developed ; 
sometimes  it  passes  simply  in  front  of  the  sigmoid  loop.  This 
unusual  arrangement  was  pointed  out  for  the  first  time  by 
Anderson.  Sometimes,  he  says,  the  ilio-pelvic  mesentery 
is  completely  wanting.     Then  the  intestine  passes  through 
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the  iliac  fossa  behind  the  peritoneum,  covered  by  it  only  for 
half  or  two-thirds  of  its  circumference.  In  this  case  the 
sigmoid  flexure  presents  itself  at  the  internal  orifice  of  the 
inguinal  canal  by  its  posterior  surface  uncovered  by  peri- 
toneum, and  the  hernia  only  possesses  an  incomplete  sac, 
which  is  present  on  the  concave  side  of  the  intestine.  More 
frequently  it  has  a  very  definite  mesentery,  and  the  hernia 
of  the  sigmoid  flexure  has  a  complete  sac.  The  natural  fleshy 
adhesions  form  there  in  the  same  way  as  in  the  cajcal  hernias 
with  a  complete  sac,  and  are  present  in  the  same  degrees."  ^^ 

Now  that  the  term  "  sigmoid  flexure  "  to  denote  a  portion 
of  the  large  bowel  has  been  given  up  it  is  necessary  to  re- 
consider the  hernias  which  occur  in  tliis  part  of  the  intestine. 
Birmingham,  in  Cunningham's  "  Text-Book  of  Anatomy,"  ^^ 
describes  the  iliac  colon  as  follows : — "  Tliis  corresponds  to 
the  portion  of  the  '  sigmoid  flexure  '  which  hes  in  the  iliac 
fossa,  and  it  has  no  mesentery.  It  is  the  direct  continuation 
of  the  descending  colon,  with  which  it  agrees  in  every  detail 
except  as  regards  its  relations.  Beginning  at  the  crest  of  the 
ilium,  it  passes  downwards  and  somewhat  inwards,  lying  in 
front  of  the  iliacus  muscle.  A  little  above  Poupart's  ligament 
it  turns  inwards  over  the  psoas  and  ends  at  the  inner  border 
of  this  muscle  by  dipping  into  the  pelvis  and  becoming  the 
pelvic  colon.  It  usually  measures  about  five  or  six  inches  in 
length,  but  it  varies  considerably  in  this  respect.  .  .  . 
As  a  rule  (90  per  cent,  of  bodies — Jonnesco)  it  is  covered  by 
peritoneum  only  on  its  anterior  and  two  lateral  surfaces. 
Uccasionally  ( lU  per  cent,  of  cases)  it  is  completely  covered, 
has  a  short  mesentery  (one  inch),  and  is  slightly  moveable. 
.  .  .  Occasionally  the  iliac  colon  occupies  a  lower  position 
than  usual,  and  runs  along  tht^  dec])  surface  of  Poupart's 
ligament,  immediately  behind  the  anterior  abdominal  wall.  ' 

The  pelvic  colon  is  thus  described  : — "  This  corresponds  to 
the  portion  of  the  '  sigmoid  flexure  '  which  lies  in  the  pelvis, 
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together  with  the  so-called  '  first  part  of  the  rectum.'  The 
pelvic  colon  is  a  large  coil  of  intestine,  which  begins  at  the 
inner  border  of  the  left  psoas  rauscle,  where  it  is  continuous 
with  the  iUac  colon,  and  ends  at  the  level  of  the  third  sacral 
vertebra  by  passing  into  the  rectum  proper.  Between  these 
two  points  it  has  a  well-developed  mesentery  and  forms  a 
large  and  variously  shaped  coil,  which  usually  hes  in  the 
cavity  of  the  pelvis  (93  per  cent.).  ...  In  length  the 
pelvic  colon  generally  measures  sixteen  or  seventeen  inches, 
but  it  may  be  as  short  as  five  inches  or  as  long  as  thirty-five 
inches." 

Owing  to  the  fact  that  their  peritoneal  relations  are 
normally  different  it  will  at  once  be  obvious  that  hernia  of 
the  iliac  and  pelvic  colons  will  occur  in  an  entirely  different 
manner.  As  the  pelvic  colon  possesses  a  mesentery  which 
is  frequently  of  considerable  length  it  may  naturally  enter  a 
hernial  sac  in  the  same  way  as  any  other  portion  of  the  in- 
testine that  is  so  circumstanced,  though  its  usual  position 
in  the  cavity  of  the  pelvis  will  prevent  it  from  being  such  a 
frequent  content  of  inguinal  and  femoral  hernias  as  the  coils 
of  the  small  intestine.  Many  of  the  recorded  cases  of  hernia 
of  the  sigmoid  flexure,  and  probably  all  of  those  where  the 
sigmoid  was  found  in  a  hernial  sac  on  the  right  side,  really 
belong  to  this  class  of  hernia — i.e.  of  the  pelvic  colon.  Notliing 
further  need  be  said  of  this  form  of  hernia. 

Hernia  of  the  iUac  colon,  on  the  other  hand,  may  occur  in 
at  least  three  distinct  ways — 1.  It  may  be  drawn  into  or 
through  the  inguinal  canal  by  an  extra  attachment  of  the 
gubernaculum  testis.  2.  It  may  be  drawn  down  by  a  pro- 
trusion of  the  peritoneum  covering  it  in  the  formation  of  the 
sac  of  an  ordinary  hernia.  3.  There  may  be  a  giving  way  or 
lengthening  of  the  supporting  apparatus  of  tliis  ])ortion  of 
the  intestine  and  a  subsequent  protrusion  of  it  by  the  expulsive 
action    of    the    abdominal    muscles    and    diaphragm..    This 
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classification  corresponds  to  that  of  Lock  wood  '■'  for  hernia 
of  the  csccum. 

As  regards  the  first  method  of  formation,  that  by  an  extra 
attachment  of  the  gubemaculum  testis,  there  is  no  doubt 
that  hernia  of  the  caecum  occurs  in  this  manner.  This  is 
beautifully  illustrated  in  a  paper  by  Bennett  and  Cunningham,'* 
where  sections  were  made  of  a  corpse  presenting  this  abnor- 
mality, and  the  fibres  of  this  muscle  are  shown  in  the  plates 
illustrating  these  sections.  "  If  the  gubernaculum  may  have 
an  extra  attachment  to  the  peritoneum  on  the  right  side  in 
close  relation  to  the  caxium,  and  draw  this  portion  of  the 
intestine  into  the  scrotum,  there  is  no  apparent  reason  why  a 
like  attachment  on  the  left  side,  close  to  the  iliac  colon,  should 
not  occur  also  and  draw  this  portion  of  the  intestine  into  the 
scrotum.  In  this  connection  I  may  again  quote  Lockwood  : — 
"  It  is  well  known  that  a  serous  fold,  the  plica  vascularis, 
which  contains  the  spermatic  vessels,  connects  the  testicle 
with  the  sigmoid  flexure  during  foetal  life,  and  it  is  also  recog- 
nised that  this  fold  is  sometimes  the  cause  either  of  the 
retention  of  the  testicle  within  the  abdomen  or  of  the  passage 
of  the  intestine  into  the  processus  vaginalis  to  form  a  congenital 
hernia  of  the  sigmoid  flexure.  I  have  several  times  seen  a 
fold  of  this  nature  running  upwards  from  a  hernial  sac  to  the 
sigmoid  flexure,  but  have  not  yet  obtained  an  undoubted 
congenital  hernia  of  this  part  of  the  large  intestine.'* 

None  of  the  cases  reported  above  can  be  considered  to 

belong  to  this  congenital  variety.  The  first  two  are  excluded 
by  the  fact  that  they  did  not  appear  till  adult  life,  and  in  the 
third  case,  although  no  history  could  be  obtained,  the  relations 
of  the  peritoneum,  as  we  shall  afterwards  see,  exclude  it  from 
this  division. 

In  the  second  mode  of  formation  of  a  hernia  of  the  iliac 

'  Tho  spcciinenH  themselves  arc  in  the  Surgical  Museum  of  Trinity  College, 
Dubliii* 
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colon,  by  a  protrusion  of  the  peritoneum  covering  it  in  the 
formation  of  the  sac  of  an  ordinary  hernia,  this  part  of  the 
intestine  would  project  into  the  sac  of  the  hernia  only  partly 
covered  by  the  peritoneum  in  the  same  way  as  the  bladder 
in  one  of  the  well  recognised  forms  of  hernia  of  this  viscus. 
With  the  ihac  colon  in  its  usual  position  this  could  only  occur 
if  the  sac  of  the  hernia  reached  an  enormous  size,  in  which 
case  it  might  cause  a  gradual  protrusion  of  all  the  peritoneum 
covering  the  ihac  fossa,  and  so  finally  draw  the  iliac  colon 
through  the  inguinal  canal  in  the  formation  of  the  sac.  But 
if  the  ihac  colon  is  already  placed  low  down  in  the  ihac 
fossa,  close  to  the  internal  abdominal  ring  it  is  easy 
to  see  how  in  the  formation  of  even  a  moderate  sized 
hernial  sac  the  pulling  on  the  neighbouring  peritoneum 
may  draw  this  part  of  the  intestine  into  the  inguinal 
canal  or  even  into  the  scrotum.  According  to  Bir- 
mingham, quoted  above,  the  iliac  colon  sometimes  has  this 
low  position,  running  along  Poupart's  ligament  immediately 
behind  the  anterior  abdominal  wall.  Whether  this  abnormally 
low  position  is  due  to  an  extra  attachment  of  the  gubernaculum 
testis  which  has  drawn  the  iliac  colon  to  the  internal  ring  or 
not  is  an  interesting  point  on  which  I  can  find  no  direct 
evidence.  But  it  seems  a  possible  explanation  of  this 
apparently  not  very  rare  position  of  the  bowel,  which  would 
then  correspond  to  that  of  a  testicle  retained  in  the  iliac  fossa 
just  inside  the  internal  abdominal  ring.  A  hernia  formed 
under  these  conditions,  though  acquired  in  adult  life,  would 
be  largely  due  to  a  congenital  cause.  In  tliis  connection  it  is 
interesting  to  read  what  Bennett  and  Cunningham  '*•  say 
when  summing  up  Lockwood's  paper  ^'  : — "  The  muscular 
tissue  of  the  gubernaculum  extends  in  the  mesorchium  of  the 
foetus  beyond  the  testicle  and  establishes  connections  with 
the  peritoneum  on  the  posterior  wall  of  the  abdomen.  As 
the  testicle  moves  a  locomotion  of  this  peritoneum  is  also 
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produced,  and  in  consequence  of  this  '  the  csocum  and  ileum 
on  the  right  side  and  the  sigmoid  flexure  on  the  left  side  attain 
a  lower  position — a  circumstance  upon  which  both  Scarpa 
and  Wrisberg  have  commented.'  " 

Anderson  also  called  attention  to  this  low  position  of  the 
colon  in  a  communication  to  the  Anatomical  Society  of  Great 
Britain  and  Ireland,  and  exhibited  two  specimens  showing 
this  variation.     His  description  is  as  follows  : — "  Variations 
in  the  line  of  attachment  of  the  sigmoid  meso-colon  are  pro- 
bably not  very  rare.     In  the  past  year  I  have  met  %vith  two 
instances  in  the  dissecting  room  of  St.  Thomas'  Hospital  in 
which  the  curve  of  the  iliac  attachment,  instead  of  crossing 
towards  the  sacral  promontory,  ran  dowm  nearly  to  the  level 
of  Poupart's  ligament.     .     .     .     Were  a  left  inguinal  hernia 
to  occur  in  cases  of  this  kind  there  would  probably  be  a 
complete  sac  containing  colon  and  perhaps  omentum  ;    but 
there  is  a  closely  allied  abnormality,  hitherto  seen  only  in  the 
living  subject  during   surgical   operation,    which   permits   a 
peculiar  form  of  sacless  hernia  still  undescribed  in  our  text- 
books.    Here  the  intestine,  bound  to  the  iliac  fossa  by  a  layer 
of  peritoneum  covering  its  front  and  sides,  nms  downwards 
and  forwards  in  the  course  described  as  far  as  the  inguinal 
region,  but  the  peritoneum  is  reflected  in  such  a  way  as  to  leave 
an  uncovered  portion  of  the  gut  in  contact  \\\\\\  the  posterior 
wall  of  the  inguinal  canal.     In  this  case,  .should  the  state  of 
the  abdominal  wall  permit  a  hernia  to  occur,  the  protruding 
portion  of  colon  would  be  partially  or  wholly  sacless.  and  the 
division  of  the  superficial  coverings  of  the  tumour  would  at 
once  expose  the  nuiscular  wall  of  the  gut,  the  })eritoncum 
appearing  only  as  a  sort  of  pouch  attached  to  the  concave  or 
abdominal  aspect  of  the  coil.     Such  a  hernia,  if  wholly  sacless. 
must  almo.st  nece.ssarilv  be  small  ;    but  if  it  be  supplemented 
by  a  hernia  of  the  pelvic  coils  of  the  sigmoid  colon  it  may 
assume  large  dimensions  and  present  an  incomplete  sac.     At 


By  Mr.  R.  a.  Stoney.  407 

least  six  examples  of  this  peculiar  form  of  hernia  have  been 
met  with.i^     Some  of  these  are  referred  to  later. 

This  form  of  hernia  must  always  be  of  considerable  size,  as 
it  contains  both  large  and  small  intestine,  and  we  can  at 
once  exclude  the  second  case  reported  from  this  class,  as  it 
never  reached  a  larger  size  than  would  be  explained  by  the 
presence  of  the  loop  ot  large  intestine  which  it  contained. 
The  first  case,  however,  had  a  large  hernia  which  was  partly 
reducible,  and  came  on  gradually  after  an  accident,  in  which 
a  weakening  or  injury  of  the  abdominal  wall  in  the  inguinal 
region  might  very  well  have  occurred.  It  may  therefore,  I 
think,  with  great  probability  be  placed  as  belonging  to  this 
class. 

The  third  mode  of  formation  may  be  thus  stated,  a  giving 
way  or  lengthening  of  the  supporting  apparatus  of  the  iUac 
colon  and  subsequent  protrusion  of  this  part  of  the  intestine 
by  the  expulsive  action  of  the  abdominal  muscles.  Here 
there  are  two  distinct  factors  which  may  allow  of  the  occurrence 
of  a  hernia  of  the  iliac  colon  ;  first,  this  part  of  the  intestine 
may  possess  a  mesentery  (as  Jonnesco,  quoted  by  Birmingham 
above,  says,  10  per  cent.),  and  this  may  originally  be  long 
enough,  or  it  may  gradually  stretch  until  it  is  long  enough, 
to  allow  the  iliac  colon  to  reach  the  internal  abdominal  ring 
(or  even  the  femoral  ring),  and  be  extruded  through  it.  forming 
a  hernia  in  the  same  way  as  any  other  portion  of  the  intestine 
which  normally  possesses  a  mesentery.  This  is,  I  think,  the 
explanation  of  the  presence  of  the  iUac  colon  in  the  femoral 
sac  in  the  third  case  re^iorted.  In  it  this  portion  of  the  gut 
formed  a  long  loo])  with  an  extensive  mesentery,  but  was 
proved  to  be  the  iliac  colon  from  the  fact  that  this  mesentery 
was  attached  to  the  iliac  fossa  and  not  to  the  pelvis  to  the 
inner  side  of  the  psoas,  as  the  mesentery  of  the  pelvic  colon  is. 
Secondly,  the  attachment  of  the  iliac  colon  may  gradually 
loosen,  so  that  the  gut  shps  down  in  the  iliac  fossa  till  it 
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approaches  the  internal  ring,  through  which  it  is  finally 
extruded  by  the  contraction  of  the  abdominal  muscles.  To 
the  hernia  formed  in  this  way  the  term  "  hernia  en  glissade  " 
may  well  be  given,  as  the  gut,  with  its  partial  covering  of 
peritoneum,  gradually  [slides  along  the  sloping  wall  of  the  iliac 
fossa.  In  these  cases  also^it  is  j^ossible  that  the  ihac  colon 
had  originally  an  abnormally  low  attachment,  so  that  the 
distance  it  had  to  travel  to  the  internal  abdominal  ring  was 
more  or  less  reduced.  The  second  case  reported  above  may 
])robably  be  placed  in'this  class  ;  in  it  there  was  a  history 
of  injury  several  years  before  the  onset  of  the  hernia  which 
may  have  loosened  the  connections  of  the  iliac  colon  which 
then  gradually  made  its  way  down  the  iliac  fossa  and  was 
finally  herniated  by  the  contractions  of  the  abdominal  muscles. 
The  three  cases  described  by  Anderson  must  also,  I  think,  be 
placed  in  this  class  ;  in  his  description  of  them,  written  in 
1895,  he  commences  thus  : — "  Sacless  hernia  of  the  sigmoid 
flexure  through  the  left  inguinal  canal  has  not  hitherto  been 
recorded  so  far  I  am  able  to  trace,  although  both  vesical  and 
caecal  hernias  have  been  seen  in  the  same  situation."  All 
the  cases  occurred  in  healthy  working  men  between  forty 
and  forty-four  years  of  age.  Two  had  only  been  present 
for  a  few  months,  and  the  other  for  twelve  years.  In  two 
cases  the  hernia  was  obhque,  and  entered  the  scrotum;  in  the 
third  there  was  a  bubonocele  which  was  apparently  direct. 
One  case  was  incarcerated,  the  other  two  were  reducible, 
he  remarks,  not  with  the  "  sudden  slip  "  characteristic  to 
ordinary  inguinal  hernia.  Uo  considered  that  they  were  due 
to  an  anatomical  variation  which  he  had  seen  in  the  dissecting- 
room,  and  which  he  thus  described  : — "  The  sigmoid  or  ilio- 
pelvic  coil,  which  includes  the  so-called  first  part  of  the  rectum, 
had  no  inesontory,  but  ran  along  the  iliac  fossa  as  the 
descending  colon  runs  down  the  loin  behind  the  peritoneum, 
and  invested  only  over  one-half  or  two-thirds  of  its  circum- 
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ference.  In  such  a  condition,  if  the  sub-peritoneal  tissue 
which  unites  the  gut  to  the  iUac  fossa  be  lax,  the  intestine 
may  wander  and  find  its  way  through  the  inguinal  canal  into 
the  groin  or  scrotum."  ''•' 

In  connection  with  this  que.stion  of  the  abnormally  low 
position  of  the  ihac  colon,  Macready's  remarks  on  the  mode 
of  formation  of  c?ecal  and  sigmoid  hernias  may  be  worth 
quoting  : — "  The  presence  of  the  ca3cum  or  sigmoid  flexure  in 
hernial  sacs  of  opposite  sides  or  of  the  same  side  has  thus  been 
accounted  for  in  three  ways — either  by  change  in  position  of 
the  bowel,  or  by  unusual  length  of  its  peritoneal  attachments 
due  to  defects  of  development,  or  by  a  combination  of  these 
conditions  produced  by  distension.  There  are  still  two  other 
agencies  by  which  the  caecum  [and  presumably  the  sigmoid] 
may  be  brought  into  a  hernial  sac.  In  an  ordinary  hernia 
containing  part  of  the  ileum,  if  more  of  the  small  bo  we! 
descends  it  may  drag  the  caecum  and  ascending  colon  after 
it.*  The  second  agency  is  that  which  produces  congenital 
hernia  of  the  caecum."  ^^ 

It  will  be  noticed  how  closely  this  classification  of  Macready 
for  hernia  of  the  caecum  corresponds  to  the  one  given  above 
for  the  ihac  colon. 

We  must  now  consider  the  varying  relations  of  the  peri- 
toneum as  it  covers  the  bowel  and  constitutes  the  sac  in  these 
various  forms  of  hernia  of  the  iliac  colon.  As  tliis  part  of  the 
intestine  does  not  normally  possess  a  mesentery  it  might  be 
concluded  naturally  that  the  sac  in  these  cases  would  not  be 
complete  ;  this,  though  true  probably  in  the  majority  of 
instances,  is  certainly  not  correct  in  all  classes  of  cases. 
Tufher,  as  quoted  by  Lockwood,-^  considers  that  the  absence 
of  a  sac  in  a  caecal  hernia  is  diagnostic  of  its  congenital  origin. 
If   by  this  it  meant  partial  absence  of  sac  it  is  entirely  too 

"This  method,  of  c-our.so.  can  only  refer  to  the  caH-um  and  not  to  the 
sigmoid.      But  its  phice  may  he  taken  by  our  second  method. 
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swpeping  an  assertion  for  caocal  hernia,  and  certainly  does  not 
apply  at  all  to  hernia  ot  the  iliac  colon.  Macready  speaks  of 
the  peritoneal  relations  of  these  forms  of  hernia  as  follows  : — 
"  Scarpa's  natural  fleshy  adhesion  may  be  defined  as  that 
formed  by  the  natural  ligaments  connecting  the  intestine 
before  its  descent  into  the  scrotum,  with  the  great  sac  of 
peritoneum  in  the  cavity  of  the  abdomen.  These  natural 
ligaments  slide,  to  use  the  expression,  along  with  the  intestine 
from  the  cavity  of  the  abdomen  through  the  inguinal  canal 
into  the  scrotum.  It  is  evident  that  the  presence  of  this 
adhesion  will  depend  upon  the  depth  to  which  the  caecum  or 
sigmoid  flexure  has  descended  in  the  sac.  It  is  therefore 
more  likely  to  be  found  in  large  hernise  than  in  small,  and  \vill 
chiefly  occur  in  congenital  ca'cal  hernia  and  that  form  in 
which  the  ca3cum  has  been  dragged  down  by  a  previous 
enterocele.'  -^ 

(a)  In  the  case  of  congenital  hernia  of  the  iliac  colon,  where 
the  intestine  and  neighbouring  peritoneum  are  drawn  down 
by  the  gubernaculum  into  the  scrotum,  they  probably  always 
retain  their  normal  relations,  the  parietal  peritoneum  being 
merely  converted  into  the  hernial  sac.  So  in  this  form  of  hernia 
of  the  iliac  colon  the  sac  is  most  likely  to  be  partially  absent. 

(b)  In  the  case  of  hernias  formed  in  the  second  manner 
described  above,  the  gradual  pulling  on  the  peritoneum  of  the 
iliac  lo8.sa  will  draw  down  the  iliac  colon  into  the  sac  in  such 
a  way  that  it  forms  part  of  its  posterior  wail,  so  that  here,  too, 
the  sac  is  partially  absent.  Even  if  this  form  of  hernia  should 
occur  in  a  case  where  the  iliac  colon  originally  had  a  mesentery, 
the  gradual  ])ulling  on  the  peritoneum  from  below  would  cause 
the  loft  or  lower  layer  of  the  iliac  moso-colon  to  be  taken  up 
in  the  formation  of  the  sac,  so  that  whtMi  the  gut  finally  reached 
(he  hernia  it  would  have  lost  its  mesentery,  and  again  the  sac 
would  be  incomplete.  The  absence  of  a  complete  sac  in  this 
form  of  hernia  is  well  shown  in  the  first  case  reported. 
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(c)  Where  the  hernia  is  formed  in  the  third  manner  described 
the  peritoneal  relations  will  depend  on  which  of  the  two 
factors  mentioned  is  the  cause.  1.  Where  the  hernia  is  due 
to  a  stretching  and  lengthening  of  the  peritoneal  attachment 
of  the  iliac  colon  ;  here  the  intestine  has  originally  a  mesentery 
or  obtains  one  which  finally  becomes  long  enough  to  allow 
the  gut  to  enter  a  hernial  sac.  In  this  case  the  intestine  is 
entirely  surrounded  by  peritoneum  and  the  sac  is  complete — 
in  fact,  this  is  probably  the  only  form  of  hernia  of  the  iliac 
colon  in  which  there  is  a  complete  sac.  1  have  not  met  ^vith 
an  inguinal  hernia  of  this  variety,  but  the  third  case  reported 
is  one  of  femoral  hernia  of  this  kind,  and  the  peritoneal 
relations  would  be  the  same  for  an  inguinal  hernia  formed  in 
this  way.  2.  Where,  however,  the  other  factor,  a  relaxation 
of  the  natural  support  of  the  iUac  colon,  is  at  work,  here  from 
the  loss  of  its  natural  support  the  bowel  gradually  slips  down 
in  the  iliac  fossa,  and  the  intestine  either  has  no  mesentery 
to  start  with,  in  which  case  it  will  not  acquire  one,  or  even  if 
it  has  a  mesentery  at  the  commencement  of  its  journey  it 
loses  it  during  its  passage,  so  that  when  it  appears  in  the  hernia 
it  is  only  partially  covered  by  peritoneum,  and  the  sac  is  once 
more  incomplete.  So  in  a  true  "  hernia  en  fjHssade  "  of  the 
iliac  colon  the  sac  is  never  complete.  This  is  well  exemplified 
in  the  second  case  reported  and  in  Anderson's  three  cases. 
The  final  conclusion,  therefore,  is  that  in  hernia  of  the  iUac 
colon  there  is  never  a  complete  sac  except  in  those  rare  cases 
where  the  bowel  has  a  mesentery  originally  and  is  herniated 
in  the  ordinary  manner  like  any  other  portion  of  intestine. 

As  regards  the  diagnosis  of  this  form  of  hernia  it  is  probably 
in  most  cases,  if  not  in  all.  an  impossibility  to  make  a  correct 
one  before  operation.  However,  the  presence  of  a  large 
irreducible  hernia  on  the  left  side  in  a  young  child,  especially 
if  there  is  a  history  that  the  hernia  was  noticed  at,  or  shortly 
after,  birth,  and  has  never  been  complotoly  roduciblo.  would 
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point  strongly  to  the  probability  of  it  being  a  congenital  hernia 
of  the  iliac  colon.  In  the  case  of  an  acquired  hernia,  however, 
even  where  the  sac  is  incomplete,  I  can  see  no  certain  means  of 
making  a  dii!erential  diagnosis  before  operation,  though 
Berard,^  ■'  in  describing  a  case  of  strangulated  inguinal  hernia  of 
this  portion  of  the  bowel,  suggests  that  the  impossibihty  of 
charging  the  rectum  with  more  than  some  ounces  of  water 
would  be  a  pathognomonic  sign.  And  Jaboulay,  when  writing 
of  these  cases,  says  : — "  I  have  found  some  cases  in  which 
faecal  matter  accumulated,  and  in  which  I  was  able  to  establish 
the  diagnosis  by  the  imprint  made  by  the  pressure  of  my 
finger.-"* 

The  operative  treatment  will  vary  according  to  the  condi- 
tion of  the  sac  ;  where  this  is  complete  it  will  not  differ  from 
the  radical  cure  of  any  other  inguinal  hernia.  But  where  the 
sac  is  incomplete  the  difficulties  in  the  way  of  a  radical 
operation  may  be  great.  The  late  Mitchell  Banks  ^\Tote  : — 
"Of  all  the  forms  of  hernia  with  which  I  am  acquainted 
those  in  which  what  may  be  called  a  '  landsUp  "  of  the  caecum 
takes  place  present  the  greatest  obstacles  to  the  return  of  the 
bowel  and  involve  the  greatest  risk  to  the  patient."  '•'■^  The 
same  is  true  of  those  cases  where  this  "  landslip  "  has 
occurred  on  the  left  side  involving  the  iliac  colon.  Lockwood 
thus  describes  the  operative  treatment  of  these  cases : — 
"  Adhesions  should  be  divided  Avith  extreme  care,  and  instead 
of  separating  the  intestine  from  its  connection  with  the  sac 
a  portion  of  the  hinder  wall  of  tlu>  latter  may  be  reduced 
along  with  the  intestine,  and  an  effort  may  be  made  to  secure 
the  latter  in  the  iliac  fossa."  -* 

The  two  main  points  to  attend  to  in  the  operation  are — 
first,  not  to  iiitcTfcrc  witli  the  blood-supply  of  the  loop  of 
int^^stiiie  either  while  trying  to  separate  adhesions  or  while 
dissecting  up  the  posterior  wall  of  the  sac  above  the  loop  of 
intestine  from  the  surrounding  tissues,  for  this  would  mean 
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almost  certain  gangrene  of  the  gut ;  and  secondly,  an  attempt 
should  be  made  to  stitch  the  cut  edges  of  the  peritoneum 
after  the  main  part  of  the  sac  has  been  cut  away  and  the  gut 
and  remainder  of  the  sac  together  have  been  reduced  inside 
the  abdominal  cavity.  It  was  on  these  lines  that  operation 
was  carried  out  in  both  the  cases  reported  above. 
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Professor  M'Lodghlin  said  that  the  attachment  of  the 
gubernaculum  to  the  peritoneum  of  the  iliac  fossa  and  the  drawing 
down  of  the  testis  on  that  peritoneum  was  the  general  rule.  It 
was  a  rare  event  to  have  it  left  behind.  If  the  pulling  of  the 
gubernaculum  on  this  peritoneum  was  to  be  considered  as  the 
sole  cause  of  the  congenital  variety  of  hernia  of  the  iliac  colon  we 
should  expect  to  find  this  form  of  hernia  a  common  one  ;  but,  as 
stated  by  Dr.  Stoney,  it  is  one  of  rare  occurrence.  The  cause, 
in  consequence,  is  more  likely  to  be  rarely  present.  Now,  in  the 
fourth  month,  when  the  gubernacular  bundle  is  beginning  to 
push  its  way  through  the  abdominal  wall  into  the  scrotum,  the 
hind  gut  is  provided  with  a  mesentery.  Should  that  mesentery 
be  unusually  long,  especially  about  its  centre  or  iliac  colon 
portion,  the  free  gut  will  swing  low  in  the  iliac  fossa  and  the 
future  iUac  colon  will  come  to  lie  in  the  dangerous  zone  beside 
the  internal  abdominal  ring.  Fusion  of  the  mesentery  with  the 
peritoneum  of  the  iliac  fossa  (as  is  the  rule)  may  then  take 
place,  and  the  fusion  will  be  with  the  peritoneum  close  to  the 
opening  in  the  wall  into  which  the  testis  is  passing.  That  peri- 
toneum will  be  drawn  down  into  the  opening  by  the  action  of 
the  gubernaculum,  and  so  the  gut  will  pass  down  the  canal  in 
the  wall  of  the  hernial  sac.  The  cause  of  the  congenital  form  is 
thus  more  likely  to  be  a  two-fold  one — (1)  The  accidental 
longtluining  of  the  mesentery  of  the  mid-gut,  (2)  the  action  of 
the  gubernaculum — the  first  being  the  determining  factor. 

Dr.  Stonky,  in  reply,  said  that  Professor  M'Loughlin's 
suggestion  was  extremely  interesting,  and  wivs  quite  as  probable 
an  e.xplanation  as  his  own. 
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Friday,  January  24,  1908. 

Professor  A.  Eraser  in  the  Chair. 

The  Anatomy  of  the  Iliac  Colon  in  relation  to  Hernia. 
Dr.  R.  a.  Stoney  read  a  paper  on  the  above  subject.      See 
page  397,  ante. 

Transposition  of  Viscera  and  Tricoelian  Heart. 
Mr.  Adrian  Stokes  exhibited  a  foetus  showing  transposition 
of  viscera  with  a  tricoelian  heart,  and  gave  the  following  brief 
account  of  the  specimen  : — The  specimen  which  I  have  here 
to-night  was  obtained  by  Dr.  Jellett  in  1896,  and  was  shortly 
described  by  him  in  the  Lancet  of  1897  as  a  case  of  transposition 
of  the  viscera  with  a  tricoelian  heart.  Last  year  Professor  Dixon 
very  kindly  gave  me  the  opportunity  of  dissecting  the  specimen 
which  had  previously  only  had  its  thoracic  and  abdominal  cavities 
opened.  It  soon  became  apparent  that  there  were  present 
further  abnormalities  which,  I  hope,  will  make  it  in  some  way 
worthy  of  your  attention.  The  fcetus  is  well  formed,  and  lived 
for  a  few  minutes  ;  the  viscera  and  great  vessels  show  complete 
transposition  ;  the  heart  has  a  single  large  ventricle  and  two 
auricles.  It  is  very  remarkable  that  the  left  or  systemic  auricle 
has  no  direct  communication  with  the  common  ventricle,  its 
blood  passing  through  a  large  patent  foramen  ovale  into  the 
right  or  pulmonary  auricle  in  order  to  reach  the  ventricle.  This 
must  be  an  extremely  rare  condition.  There  havo  been  a  few 
cases  recorded  in  which  the  pulmonary  auricle  did  not  com- 
mimicate  with  the  ventricle,  but  none  so  far  as  I  can  find  in  which 
the  systemic  auricle  did  not  do  so.  The  only  other  condition 
which  I  desire  to  note  is  that  the  pulmonary  artery  lies  behind 
the  aorta,  a  condition  which  is  not  accoiuited  for  by  the  general 
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transposition  of  the  viscera.  Professor  Young  lately  described 
ji  verv  interesting  case  of  a  tricoelian  heart  in  a  man  of  about 
thirtv-seven  years.  In  it  the  chambers  of  the  heart  were  in 
their  normal  positions,  but  the  aorta  arose,  he  believes,  in  front 
of  the  pulmonary  artery.  The  condition  of  transposition  of  the 
viscera  is  rare.  But  few  cases  have  been  exhibited  in  Dublin, 
among  which  the  best  known  case  is  the  one  exhibited  by  Pro- 
fessor Fraser  before  the  Royal  Academy  of  Medicine  in  1894. 
The  condition  of  the  heart  is  imlike  any  case  of  which  I  can 
find  a  record. 

Professor  Fraser  exhibited  and  made  remarks  upon — 

(o)  The  Hemispheres  of  an  Encephalon,  with  well-marked 
Interruption  of  both  Central  Sulci. 
The  isthmus  which  connected  the  anterior  and  posterior  central 
gyri  lay  on  the  same  level  as  these  gyri,  and  somewhat  nearer 
the  medial  than  the  lateral  ends  of  the  sulci.  The  width  was 
slightly  over  1  cm.  This  condition  of  the  central  sulcus  is  said 
to  be  rare.  Professor  Burt  G.  Wilder  in  his  essays — Vol.  VIII., 
p.  158  ;  and  Vol.  IX.,  p.  108,  of  the  Reference  Handbook  of  the 
Medical  Sciences — gives  the  number  of  recorded  cases  as  ten  or 
twelve.  He  illustrates  a  case  where  the  central  sulci  were  in- 
terrupted (as  in  the  above)  in  the  hemispheres  of  a  philosophical 
\vriter  of  some  standing. 

(6)  A  Duodenum  of  Unusual  Form. 
The  third  or  transverse  portion,  instead  of  passing  across  the 
structures  in  front  of  the  vertebral  column  in  the  usual  manner, 
passed  upwards  on  the  right  side  behind  the  second  or  descending 
portion  as  far  as  the  foramen  of  Winslow,  thus  forming  a  U-shaped 
loop,  the  two  limbs  of  which  could  only  be  seen  from  the  right 
side.  Each  limb  measured  slightly  over  10  cm.  At  the  level  of 
the  foramen  of  Winslow  the  ascending  limb  passed  across  behind 
the  superior  mesenteric  artery  to  the  left  side,  and  then  formed 
the  ordinary  duodiMio-jcjunal  flexure.  The  common  bile  duct 
passed  between  the  descending  and  ascending  limbs  of  the  loop. 
The  root  of  the  mesentery  had  its  origin  from  the  duodeno- 
jejunal flexure  from  the  processus  uncinatus  of  the  pancreas,  and 
from  the  sharp  bond  formed  by  the  descending  and  ascending 
limbs  of  the  loop. 
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(c)  On  the  Main  Artery  of  the  Linib  passim/  dcwii  on  its 
Posterior  Aspect. 
Professor  Fraser  had  observed  this  on  the  left  limb  of  a  middle- 
aged  female  during  the  summer  session  of  1907.     He  expressed 
regret  at  being  unable  to  show  the  specimen,  which  he  had  thought 
to  be  well  preserved  until  a  few  days  before  the  meeting,  when 
he  found  that  in  consequence  of  some  inattention  of  the  Anatomical 
attendant  it  had  gone  astray.     In  this  case  the  inferior  gluteal 
artery  was  the  size  of  the  common  femoral.     It  accompanied 
the  great  sciatic  nerve,  and  became  the  popliteal  at  the  back  of 
the  knee.     This  latter  vessel  had  the  ordinary  distribution.     On 
examining  the  front  aspect  of  the  limb  the  external  iliac  was 
found  to  be  smaller  than  ordinary,  but  of  some  size,  until  as 
common  femoral  it  gave  off  its  deep  division.     The  superficial 
was  of  slight  calibre,  and  was  lost  in  small  branches  at  the  knee. 
Unfortunately,  he  did  not  at  the  time  examine  the  course  of  the 
veins.     According  to  Quain,  this  form  of  distribution  has  been 
recorded  ten  times,   but  none  of  the   som'ces  are  given.      On 
turning  to  Henle's  Gefdsslehre,  Professor  Fraser  found  on  pp.  303 
and  312  a  case  illustrated  (from  Dubrueil)  exactly  similar  to  the 
one   noted   above.      Also   cases   that   have   been   described   in 
Enghsh — Green  {Lancet,  February,  1832),  who  described  a  French 
specimen  (as  Faggc  notes)  ;    Professor  Ellis  {Med.  Chir.  Tranx., 
Vol.  XXXVI.,  p.  439),  double,  but  in  malformed  limbs  ;    and, 
finally,  that  of  Fagge  {Guy's  Hospital  Reports,  Vol.  X.,  p.  151), 
where  an  aneurysm  had  been  found  on  the  artery.     Mr.  Fagge 
considers  that  the  cases  recorded  by  Cailliard  and  Dubrueil  were 
written  from  the  same  specimen,  although  at  an  interval  of  years. 
Professor  M'Loughlin,  in  discussing  the  latter  communica- 
tion, stated  that  only  that  morning,  in  his  dissecting-room,  he  had 
seen  two  examples  of  portion  of  the  abnormal  artery  described  by 
Professor  Fraser.     On  each  limb  of  a  female  subject  the  following 
was  shown  : — (1)  The  normal  sciatic  artery  coming  out  of  pelvis 
internal  to  sciatic  nerve,  and  running  down  in  superficial  fascia. 
(2)  .1  second  artery  (the  abnormal  one)  coming  out  of  the  pelvis, 
through  a  two-inch  long  cleft  in  the  sciatic  nerve  and  running 
down  deep  to  the  biceps  to  the  popliteal  space.     Here  the  artery 
of  the  right  side  communicated  with  the  popliteal  artery  by  a 
branch  about  the  size  of  a  small  digital  artery. 

2i) 
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Dorsal  Origin  of  the  Right  Subclavian  Artery,  with  associated 
vascular  irregularities. 

Professor  M'Loughlin  exhibited  a  case  of  the  above.  The 
right  subclavian  artery  arose  from  the  lower  part  of  the  arch 
opposite  the  disc,  between  the  third  and  fourth  vertebrte.  It  was 
bulbous  and  wide  (24  mm.)  at  its  origin  ;  then,  passing  behind  the 
oesophagus  and  trachea.,  its  anterior  wall  was  deeply  cupped,  the 
posterior  bulging  markedly,  so  that  the  vessel  would  be  crescentic 
on  section.  The  vessel  ran  upwards  and  to  the  right,  crossing  in 
the  middle  line  the  disc  between  the  second  and  third  vertebrae. 
Its  cahbre  was  here  much  reduced,  the  tube — although  flattened — 
measuring  13  mm.  It  now  ran  up  the  side  of  the  body  of  the 
second  vertebra  and,  opposite  the  middle  of  the  body  of  the  first 
vertebra,  gave  ofi  a  very  large  vertebral  artery,  the  remaining 
three  branches  coming  off  the  artery  1  cm.  further  on.  The 
internal  mammary  was  large,  the  superior  intercostal  small,  and 
the  thyroid  axis  small.  The  length  of  the  artery  up  to  origin  of 
vertebral  was  6.25  cm.  ;  the  whole  of  the  first  stage  7.50  cm.  Its 
calibre  just  before  the  origin  of  the  vertebral  was  10  mm. 
The  small  superior  intercostal  artery  gave  off  a  profimda 
cervicis  branch,  which  passed  back  bdow  the  inner  end  of  the 
first  rib,  and  not,  as  is  usual,  above  it.  The  branch  to 
the  second  space  was  joined,  as  is  frequently  seen,  near  the 
posterior  end  of  the  space  by  a  small  artery,  which  came  up 
across  the  body  of  the  third  vertebra,  and  was  found  to 
arise  from  a  small  first  aortic  intercostal,  which  was  itself 
a  branch  of  a  very  largo  right  bronchial  artery.  This  small 
artery  linking  the  aorta  (through  its  first  aortic  intercostal  branch) 
with  the  subclavian  (through  its  superior  intercostal  branch)  has 
been  held  (just  as  the  small  aberrant  artery  which  is  occasionally 
seen  linking  the  aorta  directly  with  the  subclavian)  to  represent  in 
miniature  the  right  dorsal  aorta  between  the  fourth  arch  and  the 
point  of  fusion  of  both  dor.sal  aortas  to  form  the  descending  aorta  ; 
l)ut  its  presence  in  this  specimen  in  association  with  the  xtregular 
subclavian,  which  is  a  persistent  right  dorsal  aorta,  is  in  contra- 
diction to  this  view.  This  occasional  aberrant  artery,  however, 
runs  a  course  similiir  to  that  of  the  irregular  subclavian,  and 
should  certainly  be  regarded  as  a  vestige  of  the  right  norta.  Of 
other   arterial    irregularities  present  in  this  subject  two  may  be 
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specially  noted.  (1 )  The  lingual  artery  was  a  very  small  twig  arising 
a  short  distance  above  a  small  superior  thyroid.  It  ran  up  to  the 
hyoglossus,  where  it  gave  off  its  suprahyoid  branch,  and  ended 
under  the  posterior  part  of  that  muscle  by  ascending  in  the  position 
of  a  dorsalis  lingute  branch.  The  greater  part  of  the  lingual  area 
was  supplied  by  a  large  artery  which  camo  off  a  large  submental 
branch  of  the  facial.  This  artery  pierced  the  mylohyoid  far  back, 
ran  forwards  on  the  surface  of  the  anterior  part  of  the  hyo- 
glossus, giving  forwards  a  sublingual  branch,  and  backwards — 
under  the  anterior  border  of  the  muscle — a  dorsalis  linguae 
branch.  It  then  ascended  to  the  under  surface  of  the 
tongue,  where  it  ran  in  the  intermuscular  cleft,  as  the  ranine 
artery,  to  meet  the  opposite  ranine  at  the  tip  of  the  tongue. 
The  opposite  lingual  artery  was  normal.  If  we  regard  the 
lingual  artery  as  a  prolongation  from  the  ventral  end  of  the 
second  aortic  arch,  and  the  facial  artery  from  the  end  of  the  first 
aortic  arch,  then  our  abnormally  constituted  lingual  artery 
represents  two  arteries,  one  of  the  first  arch  and  one  of  the  second 
arch,  brought  together  about  the  middle  of  the  tongue,  or  just 
about  the  line  to  which  the  second  arch  portion  of  the  tongue 
reaches  forwards  to  embrace  the  tuberculum  impar  and  first  arch 
portion  of  that  organ.  (2)  The  vertebral  artery  arising  from  the 
irregular  subclavian  was  very  large,  the  left  vertebral  very  small. 
Both  ran  normal  courses,  and  formed  the  basilar  at  the  lower  edge 
of  the  pons.  The  left  vertebral  was  a  very  slender  twig  at  the 
point  of  union.  At  the  upper  end  of  the  pons  nearly  the  whole 
artery  turned  to  the  left  as  the  left  posterior  cerebral  artery,  a  small 
branch  only  going  out  to  the  right  ;  the  posterior  cerebral  of  the 
right  side  being  mainly  formed  by  a  very  large  posterior  com- 
municating artery  from  the  internal  carotid.  There  was  no 
direct  communication  between  the  internal  carotid  and  the  pos- 
terior cerebral  arteries  on  the  left  side,  the  posterior  communicating 
artery  being  but  a  very  small  twig  which  failed  to  reach  the 
posterior  cerebral.  Associated  with  the  irregular  subclavian 
artery  was  a  thoracic  duct  which,  as  is  usual  in  such  cases,  ended 
on  the  right  side  of  the  neck.  The  duct  lay  in  the  middle  line  over 
the  twelfth  dorsal  vertebra,  passed  to  the  loft  over  the  body  of  the 
the  eleventh  vertebra,  and  then  ran  up  on  right  side  of  the  aorta, 
crossing  the  origin  of  the  large  right  bronchial  artery.     Opposite 
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the  fourth  dorsal  vertebra  it  divided  into  two  parts,  which  swept 
round  in  a  circle  and  soon  reunited,  and  then  the  duct  turned 
over  to  the  right  (directed  by  the  subclavian  trunk  which  lay  on  its 
left),  lying  on  the  third  and  second  vertebrae.  Then  crossing  over  the 
front  of  the  subclavian  artery,  half  an  inch  below  and  internal  to 
origin  of  vertebral  and  outside  the  vagus  nerve,  it  passed  up  to  end 
in  the  outer  and  posterior  aspect  of  the  internal  jugular  vein  about 
one-third  of  an  inch  above  its  junction  with  the  subclavian.  A 
small  lymph  vessel,  corresponding  to  the  jugular  trunk,  opened  just 
beside  it  into  the  jugular  vein.  No  trace  of  a  thoracic  duct  could 
be  foiuid  on  the  left  side  of  the  neck,  but  on  examining  the  upper 
part  of  the  posterior  wall  of  the  thorax  on  the  left  side  a  large 
vein  was  seen  running  over  the  heads  of  the  ribs.  It  opened  above 
into  the  left  end  of  the  left  innominate  vein,  and  at  its  lower 
end  turned  transversely  across  the  disc,  between  the  seventh  and 
eighth  dorsal  vertebrae,  to  end  in  the  ventral  azygos  major.  It 
drained  the  upper  eight  intercostal  spaces  of  the  left  side. 

Unusual  Position  of  Large  Intestine. 
Professor  M'Loughlin  also  called  attention  to  the  unusual 
position  of  the  large  intestine  in  the  same  subject.  The  ascend- 
ing colon  lay  altogether  in  the  iliac  fossa,  the  cajcum  was  in  the 
pelvis,  and  the  descending  colon  was  buried  in  a  recess  behind  the 
lower  third  of  the  kidney  and  deep  rmder  cover  of  the  psoas  lower 
down. 

Irregular  Disposition  of  the  Hind  Gut  Division  of  the  Colon. 
Professor  M'Loughlin  gave  an  account  of  a  case  of  the 
above  which  he  had  seen  recently  in  the  dissecting-room.  From 
the  splenic  flexure  the  colon  ran  down  in  its  normal  position  to  the 
iliac  fossa.  Near  the  outer  border  of  the  psoas  it  turned  sharply 
on  itself  and  ran  straight  upwards  on  the  mesial  side  of  the  first 
tube.  The  second  tube  was  provided  with  a  short  mesentery. 
Reaching  the  front  nfhe  t  lower  part  of  the  kidney  it  again  turned 
sharply  and  ran  down  along  the  iimcr  side  of  the  second  tube, 
and,  dropping  over  the  brim  of  the  pelvis  just  behind  the  iliac 
bifurcation,  it  turned  almost  immediately  backwards  into  the 
curve  of  the  sacrum,  where  it  soon  lost  its  mesentery  and 
became  the  rectum.     The  second  and  third  tubes  were  obviously 
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the  sigmoid  flexure,  and  the  unusual  position  was  probably  due  to 
the  fact  that  the  middle  portion  of  the  mesosigmoid  failed  to 
grow  in  proportion  to  the  upper  and  lower  parts,  and  that,  in 
consequence,  diiring  the  growth  of  the  lumbar  region,  the  central 
part  of  the  flexure  was  left  stranded  high  up  in  the  position  of 
the  second  bending  over  the  lower  end  of  the  kidney.  The  line 
between  the  second  and  third  tubes  lay  immediately  over  the 
course  of  the  ureter,  and  the  shallow  recess  beneath  the  second 
bending  already  noted  might  be  regarded  as  an  unusually  highly 
placed  intersigmoid  fossa. 


Friday,  April  24,  1908. 
-The  President  in  the  Chair. 

Colour  Fatigue. 
Professor  T.  H.  Milroy,  in  making  a  communication  on  the 
above  subject,  said  that  experiments  had  been  frequently  carried 
out  in  order  to  study  the  effects  produced  by  partial  or  complete 
fatigue  to  various  colours.  Such  effects  as  we  term  negative 
coloured  after-images  may  be  regarded  as  partial  fatigue  effects, 
whether  the  view  of  Young-Helmholtz  or  that  of  Hering  be 
regarded  as  correct.  According  to  the  former  theory  the  after- 
image effect  is  due  to  the  white  light  stimulating  the  nerve  endings 
not  fatigued  by  the  original  light — that  is  to  say,  it  is  a  partial 
fatigue  phenomenon.  According  to  the  latter  theory  the  after- 
image effects  are  due  to  an  opposite  change  occurring  in  the 
visual  substance  to  that  produced  by  the  original  stimulus.  In 
order  to  obtain  more  complete  colour  fatigue,  different  methods 
have  been  employed.  Burch  produced  fatigue  by  condensing 
sunlight  upon  the  eye,  passing  the  light  through  transparent 
coloured  screens,  and  studied  the  after  effects  on  colour  vision. 
In  this  way  he  was  able  to  produce  conditions  somewhat  similar 
to  those  existing  in  the  colour-blind.  The  method  of  excitation 
in  this  case  is  of  such  a  severe  character  that  some  doubt  has 
been  expressed  as  to  the  validity  of  the  results.  Nagel,  of  Berlin, 
produced  fatigue  for  red  by  wearing  spectacles  with  orange- 
coloured   gelatine   films.     Fatigue   of   a   definite   character   was 
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produced  after  wearing  the  glasses  for  one  to  two  hours.  This 
observer  found  tliat  after  this  time  he  was  red  colour-blind  for 
one  or  two  minutes,  having  all  the  sensations  of  the  dichromatic. 
I  have  employed  this  method  for  producing  fatigue,  and  also 
another  one  depending  upon  the  excitation  by  discontinuous 
retinal  stimulation  with  spectral  light.  This  flicker  method,  if 
the  spectral  light  be  intense,  is  very  satisfactory  in  so  far  as 
fatigue  phenomena  are  soon  apparent.  Disconthiuity  in  stimu- 
lation may  be  easily  brought  abont  by  rotating  in  front  of  the 
collimator  slit  of  the  spectroscope  a  disc  with  variable  open 
sectors.  On  fixing  with  the  eye  the  red  part  of  the  spectrum 
fatigue  is  produced  for  that  colour,  and  usually,  if  accurate  fixation 
be  adopted,  within  a  very  short  time.  The  study  of  the  fatigue 
phenomena,  however  the  condition  may  have  been  produced,  is 
difficult,  unless  the  fatigue  be  very  pronounced,  because  the  con- 
dition so  rapidly  disappears  and  the  Ansual  sensations  alter  with 
bewilderinp;  rapidity.  One  may  study  the  fatigue  phenomena 
by  comparing  the  spectrum  before  and  after  the  stimulation,  or 
by  testing  with  Holmgren's  wools  or  similar  tests,  or  by  examina- 
tion of  successive  or  simultaneous  contrast  phenomena.  After 
prolonged  fatigue  for  green,  the  changes  in  the  spectrum  are 
seen  in  the  green,  yellow  and  orange  mainly,  the  yellow 
encroaching  on  the  red  of  the  spectrum,  while  on  the  other  side 
there  is  a  gradually  increasing  admixture  of  white  until  the  green 
tint  disappears.  In  matching  colours  there  is  always  a  difficiJty, 
even  in  slight  fatigue  for  green,  to  distinguish  between  pure 
greens  and  bluish  greens.  Some  of  the  most  interesting  fatigue 
phenomena  are  to  be  seen  in  testing  successive  and  simultaneous 
contrast  in  the  fatigued  eye.  For  a  fairly  long  period  after 
fatigue  for  green  there  are  changes  in  the  simultaneous  induction 
phenomena  which  are  met  with  in  the  normal  person  when  he 
observes  a  grey  disc  on  a  red  field,  either  as  carried  out  with 
Meyer's  papers,  or  with  a  rotating  red  disc  having  a  narrow 
circular  grey  band  midway  between  the  centre  and  the  periphery 
of  the  coloured  field.  Under  normal  conditions  the  grey  field 
appears  of  a  green  colour.  This  does  not  occur  in  the  case  of  the 
person  fatigued  for  green.  Tn  fact  the  grey  field  shows  no  green 
tint  until  long  after  the  slight  red-coloured  after-image  has 
disappeartd.     It  is  advisable  not  to  examine  for  these  induction 
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effects  until  time  is  given  to  allow  the  slight  negative  after-image 
effects  to  disappear.  The  advantage  of  these  contrast  effects  as 
tests  for  colour  fatigue  and  coloiir-hlindness  Ues  in  the  fact  that 
they  arise  under  conditions  which,  if  we  believe  Bering's  theory, 
necessitate  a  definite  change  in  a  visual  substance  due  not  to  a 
stimulus  from  without  solely,  but  also  to  an  autonomous  change. 
These  colour  sensations  due  to  autonomous  changes  may  be  of 
special  value  as  tests  in  cases  of  colour  fatigue  and  blindness, 
for  the  reason  that  there  is  not  the  same  opportunity  for  recogni- 
tion of  qualities  in  the  stimulating  body,  other  than  the  colour 
quality,  as  may  occur  in  retinal  stimulation  resulting  from  coloured 
light  from  a  definite  object  in  the  visual  field.  A  colour-blmd 
person  may  be  able  to.  match  certain  coloured  wools  by  certain 
differences  in  the  intensity  of  the  saturation,  illumination, 
texture,  &c.,  although  the  colour  sense  necessary  to  the  normal 
person  in  making  the  matches  be  actually  absent,  or  at  least 
deficient,  in  the  case  of  the  former. 

Professor  Thompson  said  that  the  explanation  which  he  had 
always  in  his  mind  in  the  case  of  a  grey  patch  on  a  coloured  gromid 
was  that  the  judgment  in  the  case  of  a  given  colour  depended 
in  a  large  measure  on  the  prevailing  colour  of  the  field.  Thus,  in 
the  example  before  them  of  a  grey  patch  in  a  green  field,  one 
judged  that  the  green  field  overspread  the  whole  area,  and  so 
one  subtracted  green  from  the  central  white  disc,  which  appeared 
therefore  of  a  pink  tint.  He  thought  that  these  contrast  effects, 
referred  to  in  connection  with  fatigue  phenomena,  supported  to 
some  extent  the  theory  of  Hering,  in  which  he  had  not  hitherto 
believed  very  strongly. 

f?iR  Henry  Swanzy  said  the  communication  and  demonstration 
were  exceedingly  interesting,  and  dealt  with  a  subject  concerning 
the  physiology  of  vision  which  was  of  extreme  difficulty* 

A  Method  for  the  Examination  of  the  Fissure  of  Rolando. 
Dr.  C.  R.  Crymble  said  that  Professor  Symington  and  he  had 
examined  the  central  fissure  of  the  brain,  and  had  studied  specially 
its  surface  form,  its  walls,  and  its  floor.  Their  first  difficulty  was 
to  obtain  records  of  a  number  of  central  fissures.  They  found 
that,  as  the  fissure  crossed  the  convex  surface  of  the  hemisphere, 
a  photograph  only  gave  a  true  picture  of  about  one-third  of  the 
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fissure.  However,  they  were  able  to  examine  about  forty  brains 
by  means  of  tracings  taken  on  a  sheet  of  xylonite  moulded  to  the 
brain.  After  this  a  block  of  brain  substance  containing  the 
central  fissure  was  cut  out,  the  fissure  opened,  and  its  floor  cut 
through,  so  as  to  separate  the  anterior  and  posterior  walls. 
Photographs  of  the  walls  and  of  the  different  varieties  of  central 
fissure  and  floor  were  exhibited,  the  anterior  wall  showing  con- 
vexities, and  the  posterior  showing  concavities.  It  had  been 
stated  that  as  a  rule  the  floor  was  shallowed  by  a  deep  annectent 
gyrus  in  the  region  of  the  superior  genu,  and  this  had  been  taken 
as  showing  that  the  central  fissure  had  developed  in  two  parts, 
but  they  had  found  only  one  specimen  in  twenty-four  brains 
showing  that  condition,  and  it  was  only  slightly  marked.  Slides 
were  shown  summarising  the  work  of  the  observers.  Authorities 
agreed  that  the  superior  genu  was  produced  by  a  buttress  on  the 
anterior  wall.  There  was  a  difficulty  about  the  inferior  genu. 
It  was  stated  to  be  a  curve  of  the  fissure  about  the  junction  of 
the  middle  and  lower  thirds,  opposite  a  transverse  branch  of  the 
postcentral  fissure,  but  they  frequently  found  two  such  branches. 
They  had  taken  as  a  guide  to  it  a  buttress  on  the  posterior  wall 
fitting  into  two  well-marked  buttresses  on  the  anterior  wall. 
They  found  some  difficulty  in  coming  to  a  definite  conclusion 
about  the  buttresses  on  the  anterior  wall,  but  were  inclined  to 
recognise  two  main  buttresses,  both  exhibiting  a  tendency  to 
subdivide.  They  only  found  one  specimen  showing  two  single 
buttresses  on  the  anterior  wall,  while  ten  out  of  twenty-four 
showed  two  main  buttresses  which  partially  subdivided,  making 
four  buttresses  ;  many  showed  one  subdivided  and  one  single. 
The  upper  buttress  produced  the  superior  genu,  and  in  it  was  said 
to  be  located  the  trunk  centre.  They  believed  that  the  concavities 
on  the  posterior  wall  were  produced  by  the  buttresses  on  the 
anterior  wall. 

Professor  Symington  said  he  thought  the  results  obtained  by 
Dr.  Crymble  and  himself  showed  that,  although  a  large  amount 
of  attention  had  been  devoted  to  the  anatomy  of  the  central 
fissure,  the  methods  pursued  had  been  by  no  means  satisfactory. 
Physiologists  had,  as  a  rule,  depended  on  diagrams  for  their 
illustrations  of  the  areas  they  stimulated,  and  it  seemed  to  him 
that  our  knowledge  of  the  exact  position  of  a  number  of  the 
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motor  centres  lia'd  hot  been  so  accurate  as  they  might  have  been 
if  they  had  had  some  method  of  taking  tracings  of  the  fissure 
\\'ith  an  indication  of  the  exact  points  where  the  stimulation  was 
applied.  Some  surgeons  attached  great  importance  to  the 
inferior  genu,  and  yet  they  had  great  difficulty  in  determining 
from  the  text-books  its  exact  position. 

Dr.  Moorhead  stated  that  some  years  ago  he  had  been  asked 
by  Professor  Cunningham  to  investigate  the  fissure  of  Rolando, 
and  it  was  possible  that  from  a  study  of  these  specimens  he  came 
to  the  conclusion  that  there  was  a  bridge  in  the  fissure.  He  had 
had  a  brain  from  a  person  whose  arm  was  greatly  diminished  in 
size,  and  no  change  had  been  noticed  in  the  brain  as  regards  the 
size  of  the  arm  area,  but  there  was  a  distinct  gap  behind  the  arm 
area  in  the  fissure  of  Rolando. 

Professor  Thompson  said  he  regarded  the  bulgings  seen  on 
the  anterior  face  as  the  strongest  confirmation,  apart  from  the 
actual  physiological  evidence  that  had  been  produced,  that  the 
gTcy  matter  had  been  developed  in  particular  places  in  association 
with  movements  of  limbs  which  were  well  supphed  with  skilled 
movements. 

The  Chairm.\n  thought  there  was  no  description  of  the  fissure 
of  Rolando  which  fitted  a  majority  of  the  cases  which  were  studied. 
He  believed  that  Professor  Cunningham  had  himself  become 
somewhat  doubtful  as  to  his  former  descriptions. 

Professor  Symington  and  Dr.  Crymble  exhibited  two 
specimens,  one  showing  unilateral  interruption  of  the  fissure  of 
Rolando,  the  other  almost  complete  absence  of  the  corpus  callosum. 

Professor  Symington  and  Dr.  J.  C.  Rankin  showed  a  series 
of  radiographs  illustrating  the  development  of  the  teeth.  These 
beautiful  and  interesting  exhibits  were  much  admired. 
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